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CHURCii OF NORTH INDIA 


A MASTER PLAN TO PROMOTE THE MINISTRY OF HEALTH 
AND HEALING TO SERVE THE PEOPLE OF NORTH INDIA. 


I. INTRODUCTION 


The Church of North India (CNI) is a united Church which evolved out of a union of six 
churches on 29th November 1970 at Nagpur. The Church in India must make its witness 
in a context of many faiths and cultures. It is a minority Church which Still enjoys the freedom 
to worship, witness and serve. The CNI has about 3000 congregations, a membership 


by the Church of South India (CSI), its sisterchurch (ie Andhra, Tamilnadu, Kerala and 
Karnataka). The CNI covers all other States. This means that it covers 830% of the area 
and 75% of the population. There are other Protestant denominations in this area (as there 
are both Orthodox and Protestant Churches in the CSI area). 


CNI has many schools, colleges, social service, development and training centers. It has 
about 60 hospitals and several health related programmes in the community. In the recent 
past efforts have been made to reorganize and strengthen the Synodical Board of Health 
Services (SBHS) that is there to guide, coordinate and encourage the overall health and 
medical ministries of the CNI. It is assisted by Regional Boards who have responsibility 
for the health work in their respective areas. After many discussions within the CNI, the 
SBHS, the Regional Health Boards and, in keeping with CNI policies and priorities, CNI 
has developed a 6-Year Master Plan, in two phases, to develop and guide the ministry 
of health and healing so as to contribute to well being and wholeness in individuals, families 
and local communities. This plan essentially attempts to build Capacity within CNI to serve 
tne weaker sections of society, building leader-ship, setting priorities for outreach and 
relevant support and equipping congregations and institutes to be available in various 
aspects of health promotion. 


Hl. THE BACKGROUND 
(a) The Area : 


CNI covers some of the most backward states of India. It includes the tribal and distant 
regions of the north east where there are some Christians in Nagaland, Mizoram. Meghalaya 
and Manipur. It also includes what is called the BIMAROU States (Bihar, Madhya Pradesh, 
Rajasthan, Orissa and UP). These 5 states account for almost 50% of India’s population 
whose socio-economic conditions are very bad. Generally there is weak infrastructure, 
unstable governments, feudal systems with much poverty, exploitation and marginalisation. 


The states covered by CNI have poor facilities in health, education, welfare and socio- 
economic development. Women, children, tribals, dalits and landless labour are often left 


out of any attempt in community development. There is much discrimination, serious 
disparity and obvious pollution of water and environment. Also in the area are large cities 
(Bombay, Calcutta, Delhi, Allahabad, etc) with all the major problems of overcrowding, 
breakdown of basic facilities, slums and unhygienic living conditions. In these areas, serious 
health problems are all interconnected with poverty, malnutrition, bad sanitation, high 
preventable morbidity and mortality. The infant and maternal mortality rates are much higher 
than the national average. 


General health conditions are a result of underdevelopment, poverty, in appropriate health 
services and lack of commitment in Government and health professionals, by and large, 
to really reach out to those in need. Thus communicable diseases are still a major threat 
and there is resurgence of TB, Malaria, Kala Azar and Diarrhoeal diseases. Much of this 
is preventable with low cost, community based interventions that emphasise the prevention 
of disease and the promotion of health. 


New health problems are emerging as major concerns- AIDS (in NE India, Bombay and 
Calcutta), Sustance Abuse and the emotional and psychological breakdown in persons, 
families and communities due to stresses and strains of fast changing social situation. 
The needs of the elderly, the disabled and those in the periphery of society are neglected. 
The pattern of diseases is mixed with problems of modernisation, urbanisation and changing 
lifestyle existing amongst the age old problems of infectious diseases, poverty and 
backwardness. 


(b) | The CNI Church : 


The CNI takes its motto ‘Unity, Witness and Service’ seriously. The CNI Plan of Action 
adopted in February 1975 states, “the witness to the gospel of our Lord Jesus Christ should 
be made by verbal proclamation as well as by social action.” The union has brought not 
only strength of members but also a new sense of mission particularly in relation to the 
socio-economic, political, cultural and multi-religious context of contemporary India. Over 
the past many years as a result the intermingling of traditions of the former churches a 
new united ‘CNI ethos’ is developing. 


The numerous medical, agricultural, educational, technical and social service institutions 
of the CNI are the established channels of service to the millions in the country and these 
not only cater to the physical needs of the people but also work towards development 
of the marginalised and the transformation of society. 


The CNI Synod has adopted 9 priorities for 1990 - 2000 AD. These are as below (details 
in Appendix Il) : 


(i) Spiritual renewal 
(ii) Unity within the CNI and with other churches 
(iii) Mission and Evangelism 


(iv) Development of Christian leadership. 
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(v) Socio-economic and political concerns: particularly the struggles of the 
oppressed and marginal sections of society such as women, dalits, tribals, 
etc. for their self-development, dignity and wholesome life. Special emphasis 
on women’s status and concerns of Dalits. 


(vi) Dialogue with people of other faiths 


(vii) Structural changes leading to decentralisation, democratisation and devo- 
lution of power. 


(viii) Indigenisation and contextualisation of the life, work and worship of the 
church. 


(ix) Self- reliance in personnel and financial resources. 


These priorities were reaffirmed at the 8th Synod 6 - 10th October 1992. They provide 
a framework for the growth and development of all ministries of the church - including 
the health, healing and wholeness ministries. It recognises that Christian “medical and 
Service institutions have to return from being commercial organisations to being instruments 
of Christ’s mission. “What does this mean in health care - itis an emphasis on the celebration, 
promotion and proclamation of life. Today death, disease and dehumanising factors deny 
life and wholeness. The essence of the healing ministry is to make this life - in all its fullness 
and abundance available to all people. 


The Synodical Board of Health Services presented to the Executive Committee of the CNI 
a policy statement for the CNI regarding its healing ministry and health care pro-grammes. 
This was adopted by the Executive in its meeting held on 25 - 28th October 1988 (Document 
: Appendix Il). This statement attempts to define the policies and objectives of CNI health 
services in the context of CNI affirmations and priorities. “The Church realises and reaffirms 
that compassion towards suffering requires personal involvement, sacrifice and identification 
with the one who is in pain and distress and in need.” A Summary of this document is 
given below: 


(i) CNI Hospitals: 


It is the policy of CNI to maintain, upgrade, encourage and support its hospitals. The Church 
hospitals in addition to the traditional practice of curative medicine will also promote and 
carry out new programmes and health care centres such as - hospices, trauma centres, 
rehabilitation units, counselling and psychiatric centres for all social needs. etc. 


(ii) CNI and Community Health Services : 


The Church realises that physical ailments are due to many factors such as ignorance, 
poverty, unhealthy environment and habits, traditions, social taboos, etc. In many instances 
illnesses can be prevented and generally health can be promoted. Thus the church’s 
community health services can be a vital part of this effort to make health a reality for 
the poor, the marginalised, dalits, tribals/and women. The Strategy will be on facilitating 


community based programmes that give priority to community education, organisation and 
development. It will focus on empowerment, i.e. to help people help themselves. 
(Appendix-l) 


(iii) | CNI and Health Personnel Development. 


CNI believes that truly dedicated and committed staff are the most valuable assets of the 
healing ministry of the Church. Thus the policy will be to recruit, encourage, nurture and 
develop the members of the health team providing inservice and specialised training 
opportunities. This continuing commitment to human resources development will be the 
basis for future growth and outreach of CNI ministries. The comprehensive personnel 
development policy will look at a variety of aspects of finding and keeping staff. It will 
emphasise leadership development and enhance managerial skills and styles for the healing 
ministry. It will link up with training centres outside the church and consider the establishment 
of training centres within CNI network. Both formal and informal training will be considered. 
Support of this training and development of personnel will be a critical component of future 
CNI health work. 


(iv) | CNI: The involvement of its congregations in health services and 
healing ministry of the church : 


It is hoped that CNI congregation will perceive church hospitals as part of their responsibility. 
The church encourages pastors and congregation members to support and participate in 
the healing ministry of the CNI. 


(v) CNI : Financial viability of Health Services : 


The CNI recognises the crisis in health care institute to serve the poor and attempt at 
financial stability so as to be a viable unit 6f service. These appear conflicting objectives. 
A strong, stable and financially viable hospital can serve the community better. Thus it 
is a CNI priority to strengthen the management and financial resources of its hospitals 
to develop sound institutions that are both capable and committed to reaching out to the 
poor and the marginalised. " 


(c) CNI Health Work : 


In the recent past the central SBHS has been strengthened to promote and support CNI 
healing ministries in an effective manner. The progress of the SBHS during the past 4- 
5S years has been significant and exciting with deeper and more meaningful contact, 
fellowship and liaison with the individual CNI hospitals, their management committees, 
regional boards and others. A full time secretary was appointed 16/1/89. With his leadership 
and support from consultants, CNI officers and SBHS members much was done to study 
the present situation and plan for the future. These activities can be summarised as follows: 


(i) CNI Hospital Survey (almost 50 hospitals) by Dr. L.B.M. Joseph, former Director 
of CMC Vellore. 


(ii) Visits to almost all hospitals by the S.B.H.S. Secretary, Dr. L.B.M. Joseph, and 
special consultants. 


: The approval of the Policy Document on CNI Healing Ministry by SBHS, EC and 
Synod. 


(iv) The appointment of financial consultants and internal auditors to review the financial. 
position of hospitals. 


(v) Conferences organised by SBHS. 


A Medical Conference - CNI Bhawan 22-24th November 1991 for senior 
medical professionals. 

25 Management Workshop : For medical, nursing and administrative personnel 
in CNI Bhawan 12-14th March 1992. 

3. Nursing Conference - 31.8.92 to 2.9.92 in New Delhi. 

4. CNI Paramedical Conference : In New Delhi 1993. 


All these meetings gave opportunity for leadership Support, sharing, inservice training and 
planning for the future. 


(vi) Development of a system for sponsorship of health care Personnel for the future. 


(vii) The establishment of a financial assistance programme for the Screening of projects, 
fund raising and disbursement of funds. This has been computerised. It includes 


of training centres, CMAI, related CNI agencies and institutes to provide additional com- 
petence and capability for the Proposed new developments under this project. 


(d) Present Policies of the Government of India : 


Since 1983 when the Government adopted a new National Health Policy there has been 
an emphasis on Primary Health Care (Health for All by 2000 a.p. was the slogan). Linked 
to this has been a priority for universal immunization, coverage of women and children 
in appropriate services and the control of communicable diseases. Government is alive 
to the need for population stabilisation, especially in the central and northern States of 
india but aware of the difficulties of promoting a family planning programme that is not 
linked to development and child survival. 


In the new strategies of Government, great hopes are set out for the Non-Governmental 
Organisations (NGOs). These NGOs (of which the church health services are a major 
part) are invited to participate in national health programmes and specific assistance is 
even offered. New programmes of Government aimed to help NGOs In Women’s health, 
AIDS control and PHC are seeking specific contribution in urgent areas of Government 
concern. ; 


While the desire of Government to work with NGOs appears genuine, the experience has 
not always been good. There are problems in cooperation, funding, partnership, attitudes 
and expectations. NGOs should have healthy working relationships with Government, take 
advantage of specific schemes and complement Government Health care services where 
possible. Overdependence and too close links may be detrimental to voluntary agencies. 


For the CNI this would mean greater awareness of Government programmes, efforts to 
get supplies, build local contacts and obtain some support. There is a realisation that major 
support may not be possible or desirable. 


Hl. THE PRESENT SITUATIONS AND PROBLEMS 
(a) In Health in central, north and NE India : 


The health situation in this region has been shared earlier. It is a reflection of the 
backwardness of the states and the changing faces of urbanisation and commercialisation. 
Health problems cannot be seen in isolation of socioeconomic, political, ecological, edu- 
cational and developmental problems. There is a vicious cycle of poverty, unemployment, 
ignorance, illhealth, poor hygiene, high morbidity and avoidable mortality. 


It is also recognised that both the problems of poverty on one side and changing life style 
due to economic development on the other are essentially.preventable. Thus any emphasis 
on improved health must emphasise community solutions, low cost or cost effective 
interventions with a bias towards prevention of disease with promotion of health. Health 
and development become inter-related and a whole person approach in the context of 
family, community and society would be most successful. 


In this situation what could a church based NGO in health achieve? It would be presumptuous 
on its part to expect that the CNI could make a vastly significant contribution. Yet using 
its resources well it can play its part. It would be helpful if it focused on the following : 


(a) Ran stable hospitals in rural/urban areas which reached out to the weaker sections. 


(b) Provided training fora variety of health professionals with priority for dalits, women 
and tribals. 
(c) Evolved community based health and development microprojects which were 


innovative, viable and helped the marginalised. 


(d) Worked with other NGOs to. advocate for better health care Services from Gov- 
ernment and helped people to take advantage of these. 


(e) Attempted to influence government, Church, NGO and health sector policies in 
favour of the weak and the Promotion of health. 


(f) In CNI Health and Medical Work. 


Today CNI medical work is essentially hospital based and attempts are on to revive these 
centres for service to the community. These hospitals are a legacy received by the church 
from Overseas Mission Bodies. The Church has taken over management, staffing, ownership 


personnel, CNI has struggled to keep alive these mission Stations. 


Sadly some hospitals have closed, others continue to Struggle for existence and many 
are poor witness to Chrisitan service. Fortunately some have done Well, grown under national 
leadership and have been recognised for new and relevant services. In Spite of severe 
financial and personnel handicaps these hospitals have been centres of Christian concern 
for the needs and problems of others. We need to strengthen the capacity of potentially 
viable units to serve the community. 


Problems can be summed up as follows : 


- Lack of Manpower - doctors, nurses, paramedical and community workers. In other 
areas it is felt that staff have little or no vision, training, managerial skills or 
commitment. 


- Lack of Funds - this includes the shortage of money and material resources to 
maintain estate, buildings, equipment etc. 


- Lack of System - management of institution, staff, finances and material are out 
of date, arbitrary and often people think at State level. 


- Lack of sense of purpose - for whom and why does this hospital exist: who benefits 
and whom do we serve? This lack of vision deprives the potential to be truly ‘mission’ 
Stations. 


- Unable to cope with competition, new challenges in health care and services that 
are really relevant to the local people. 


- Unhealthy relations - often within the hospital and sometimes between the hospital 
and the church. 


These problems are common in the Indian Church in general and the health centres/hospitals 
of many churches. CNI has made efforts to do something about them. The revived CNI- 
SBHS has a mandate to support, encourage, build an develop the infrastructure and health 
services. Much more needs to be done in this vital area. CNI institutions are well situated 
to be centres for outreach, relevant service and community development. Linkages with 
other activities of CNI (especially the SBSS) will provide the experience, sense of mission 
and attitudes to influence CNI health and medical work to be of greater benefit to the 
communities in which they are placed. 


Summary of Problem 


ih: In the Indian context, Central and North India, covered by CNI, are very backward 
areas with much need. Priority communities here are tribals, dalits, women, urban 
slums and rural poor. 


2m NGOs are weak generally and the churches (including their institutes) are also 
weak. Institutional and congregational leadership and capacity need to be improved 
for outreach service. 


2. Many of the problems are interlinkd and in the community. Poverty, illiteracy, 
discrimination and inadequate and often irrelevant public services do not help the 
weak, the margninalised and the poor. 


4. Organisational and management capability needs to be strengthened both in local 
community projects, providing local leadership and encouraging a participator 
grassroots approach and in the hospitals. | 


5, Special health problems of the society need to be tackled such as AIDS, care of 
the elderly, the substance abuse and breakdown of people/families. 


6. CNI health centres, programmes and institutes need to be better coordinated, 
supported and revitalized, in a priority and planned way so as to help those who 
have poten-tial to be better agents of healing and wholeness. They can thus 
contribute significantly to making health a reality for the people 


IV. OBJECTIVES 


(i) To build up capacity in certain selected institutes to be centres of service, 
reference, training and outreach in the health and healing ministries of CNI. 


(il) To develop and sustain human resource in health and medical area-doctors, 
nurses, allied health professionals, administrators, accountants, business 
managers, chaplains, layleaders, community workers etc. 


(iii) To encourage and support specific community need based health related 


development microprojects that help the hospitals and the churches to reach 
out and serve the weaker Sections of society. 


(iv) To strengthen the CNI System for monitoring and evaluation of resource 
utilization, support, advice and Management in health and medical areas 
to provide vision, direction and a coordinated follow up strategy. 


(v) To contribute to general awareness and Support of the healing ministry of 
the church by the congregation, lay-leadership, church decision making 
bodies and the official establishment. 


(vi) TO PROMOTE HEALTH CARE FOR WOMEN AND CHILDREN : Presently 


the high mortality and morbidity rates in the high risk provinces like Orissa, 
Bihar, U.P. and M.-P. 


V. METHODOLOGIES 


(i) To build up capacity in certain select institutes to be centres of service, 
reference, training and outreach in the health and healing ministries of CNI. 


CNI has already undertaken a Study of its institutes, members, hospitals and health work 


and has basic information on their Status, needs and potential. It will develop a planned 


resources. It will be CNI effort to have, eventually 40 to 45 of these. The resource inputs 
may vary depending on present situation and availability of support. 


When identified, it is hoped that each of these hospitals will have some or all of the following: 


(a) A stable, committed and competent leadership with capability to manage 
and vision to serve. 


(b) A viable unit that serves the weaker Sections, is administered will and is 
involved in training and outreach. 


(c) A mix of training programmes - preferably for nurses, allied health workers, 
community health leaders and possibilities for short, informal and regular 
courses in special areas. 


(d) Activities and commitment in community based outreach that helps people 
to help themselves to promote their own health and development. 


This will be done through : 


- Capital assistance for specific projects that enhance Capability, financial viability 
and long term service. 


- Introduction of better management systems, leadership and team building in 
institutions. 


(ii) 


allowing each, selected centre, to have its own local master plan, raise local 
resources and CNI provide some support and assistance. 


encouraging and supporting training and outreach programmes. 


providing technical assistance, ongoing advice and monitoring support for devel- 
opment of local master plan. 


linking the other activities of this proposal to provide a climate and support for the 
development of these centres of relevarice and service. These centres should 
support, in turn, local community development, institutional or other health care 
projects and centres. 


(a) Selection of hospitals will be based on prelaid and definite criteria such 
as performance of the institutions (past & present), good leadership, 
community need, good management. 


(b) Human and other resource sharing with sister institutions. 

(c) Selected institutions should be allowed to come up to higher levels of 
sophistication appropriate to needs of the community. 

(d) Above should not be achieved at the cost of other institutions. 

(e) a eee Health Care and Educational Programme for Women and 
Children. 


To develop leadership in the health and medical areas - doctors, nurses, allied 
health professionals, administrators, layleaders and community workers. 


The strength of the CNI healing ministry, both the institutional and community work, 
will depend on the building up women and men for leadership at various levels. 
This requires that formal and non-formal programmes be considered. CNI will 
develop a strategy that will include the following : 


identification of suitable potential human resource at various levels and in a variety 
of ways. This can be through churches, institutions, seminars, workshops, etc. 


provision of scholarships and fellowships to some for specific and relevant training, 
sending people to courses run by others and development of commitment for 
Christian service. This would require appointment of additional staff at SBHS level. 


Also start training in commitment at home, Sunday school and youth fellowship 
level. 


ensure proper and reasonable living and service conditions and basic amenities 
leading to job satisfaction. 


an additional direction for Nurture of Students at SBHS level. 
arranging courses, training programmes and inservice orientation where necessary. 
focus on management, leadership, specific skills, community work, counseling, etc. 


community building programme will attempt to develop local grassroots leaders, 
women specially, or upliftment of the people. 
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- Special study tours where appropriate. 


- helping future Chistian health professionals in government, and secular training 
centres with anticipation they will serve CNI. 


- Working with others - CMAI, CMCL, CMCV, Youth Wing of CNI, local dioceses, 
institutes and training centre. 


(iii) To encourage and support specific community based health related microprojects 
that help the hospitals and the churches to reach out and.serve the weaker sections 
of society. 


A specific focus of this master plan is to help CNI be relevant to the society in which it 
exists. It certainly cannot take on too much but can work with others in education, advocacy 


service in the country it will help set up, accompany, Support and promote a few specific 
community based health related microprojects. These will be small, locally relevant, an 
could vary in their approach, service and priorities. They may include primary health care, 
school health, AIDS work, rehabilitation of addicts, care of elderly, counselling, etc. These 


What is important is that there will be some common guidelines in all community based 
health related microprojects. They will be local, developed in a Participatory and relevant 
approach, will use local resources (personnel, funds, etc.) where possible and will not be 
heavily dependent on outside funds. It is expected they will serve priority groups - slums, 
women, tribals, rural margninalised, dalits and those suffering from new health problems 
(e.g. AIDS, Drug Abuse, etc.) In this process CNI will 


- publicise the availability of assistance to new, innovative, community based health 
projects that serve the weak. 


- provide technical assistance in planning and developing the specific community 
based health related microprojects. 


- help with the marginal funding for each community based health related microprojects 
and support in the local training, administration and monitoring. 


- accompany community based health related microprojects for 3-4 years each 
allowing them to be reasonably self-reliant. 


enable some evaluation of community based health related Mmicroprojects. 


- facilities networking, refresher courses and the provision of information that will 
complement local efforts. 


It is expected that these community based health related mcircoporjects can either be 
attached to a local church, hospital or community development programme. In each project 
a participatory community based approach willbe attempted that encourages emprowerment 
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ofthe beneficiaries to assume leadership and responsibility. Community education, organisation 
and mobilization will be a basic feature. Project coordinators will be given special training 
to manage these community based health related microprojects and work on these 
approaches adapted to the situation and intended activities. 


Provide necessary training to the community to enable them to assume responsibility of 
their own health and development needs. Appointment of community health advisor/ 
coordinator at S.B.H.S. level. 


(iv) To strengthen the CNI system of monitoring, support, advice and management 
in health and medical areas so as to provide vision, direction and a coordinated 
follow up strategy. 


The essential CNI health services structure from mission hospital/health centre to the SBHS 
has been shared above. The essential aspect of this objective is to develop a flexible, 
responsive and supportive system within CNI that can give the necessary coordination, 
direction and vision to the overall CNI enterprise in the ministry of healing. This is not 
to centralize decision making responsibility. The SBHS needs to have its own capabilities, 
staff, infrastructure and contacts to enable this master plan to be carried out. This would 
require strengthening also of regional boards, to visit, advise and support the network of 
CNI activities in health. 


The SBHS will undertake this through the following activities : 


: establishing a strong team and support system at New Delhi for the coordination, 
monitoring and follow up of this master plan. 


- to link up with our national and regional resource agencies who can help with the 
implementation of this master plan - VHAI, CHAI, CMAI, other church health 
agencies, etc. 


- to liaison with Central Government and other secular or international agencies in 
health so as to complement their work, seek support, make available information 
and enhance contacts. 


- build up the regional health boards - providing support, technical assistance, training 
and managerial competence. 


- arrange, regular regional, central and local meetings, seminars and contact sessions 
to assess progress, priorities, review problems and seek alternatives for the 
successful implementation of this master plan. 


work within CNI to learn from sister agencies and to use internal resources for 
greater cooperation and cohesiveness in the church ministries. 


establish in the long run a uniform system of administration of health institutions 
towards decentralisation.\ 


Institute a system of financial performance, manpower, social and spiritual audits. 


nee 


: demonstrate local contributions of health institutions in fulfillment of CNI partnership 
obligations. 


- An AIDS director to be appointed at SBHS level. 


(v) To contribute to general awareness and support of the healing ministry of the church 


by local congregations, layleadership, church decision making bodies and the official 
establishment. 


CNI health ministries cannot be seen in isolation from the other activities of the church. 
SBHS will play a facilitating role to create general awareness of the health and healing 
ministries and the potential for this in the life and witness of the Church. Thus all opportunities 


will be used to strengthen understanding, Support, acceptance and possible linkages within 
CNI. 


This must be done at all levels for the health and healing ministries to be seen as part 
of the mission of the church to serve society. Local congregations, lay leadership, church 
committees and key officers will need to have better understanding of the problems, the 
potential, the plans and the progress in the health and medical work. The prayers, support, 
participation and encouragement of the whole church will contribute Significantly to the 
revitalization of this wing of the church’s ministry. It will be the task of CNI/SBHS to work 
on this by : 


- participating in CNI meetings, at various levels, where possible. 


- arranging special meetings, sessions and educational programmes for church 
leadership members. 


- using the present communications resources for developing literature, sharing 
information and promoting a campaign for greater commitment to the healing 
ministry. 


- allowing for a wider theological, conceptual and operational understanding of the 
healing ministry. 


- projecting the message and image of CNI in the healing ministry. 


- encouraging a greater sensitivity to the links between health and socio-economic 
development and to act as an agency for social justice in health. 


= challenging the church to be more relevant, uptodate, self-reliant and responsive 
in the health ministry. This would be a prophetic role of the SBHS within the CNI. 


- working on ecumenical and denominational linkages - both vertically and horizontally 
so as to allow for joint efforts, sharing, learning and solidarity in church efforts. 


Vi. RATIONALE : WHO BENEFITS. 


Ail the CNI activities ef this-master planaznust be seen as means to an end. It is to strengthen 
the Church in its health and healing ministries so as to serve others. It is also to build 
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up capacity today for a vital and viable potential in the future. CNI is concerned about 
others - the weaker sections and the society in which it exists. Thus the real beneficiaries 
of this master plan, both formally and informally, will be the people in a wider context. 
While this is difficult to measure it is hoped that some estimate can be made of this service. 


Through the CNI health services and this Master Plan in particular it is expected that the 
following will benefit directly or indirectly : 


(i) Strengthening of 40 to 45 hospitals will allow local communities to have a low cost 
relevant facility to help them. These hospitals are generally in backward areas and 
serve the poor, the tribals, the women and children and those in city slums. The 
clientele and catchment population are primarily the weaker sections. 


Besides this, the programmes for training and community outreach will allow 
additional groups to benefit. This will be taken up below. 


(ii) Training Programme, leadership development and a coordinated human resource 
development strategy will actually help many. The Schools of Nursing, the para- 
medical training, the scholarships and assistance for students, staff and community 

leaders will build up a future generation. It is hoped that while they will benefit 
directly, they will serve many others in a life-time of service. 


(iit) Community programmes, grassroots health activities and efforts to reach the 
unserved and in need will allow CNI to specifically target certain populations for 
a comprehensive coverage. This may vary in size. It may be assumed that the 
microprojects will benefit local communities often in greatest need. Women, dalits 
and tribals will be primary beneficiaries. 


(iv) Church leaders, lay members, local congregations and key officers will be provided 
information and orientation so that they can help and influence others. 


(v) The CNI will have to make choices - since it cannot serve all, nor can it support 
all its hospitals and programmes; totally priorities will have to be set. It is the intention 
to see in this process that those helped are able to serve others. It is also CNI’s 
desire that these choices are preferentially made for the poor and the marginalised. 


Vil. MONITORING AND EVALUATION 


A programme that seeks to influence and give support to the whole CNI in its health and 
haling ministries must be acceptable to the network and they need to be involved in 
monitoring progress. Thus regular reports will be provided, meetings arranged, progress 
assessed and an inbuilt monitoring system developed. 


Periodic evaluations can be planned. The details will have to be worked out. It is suggested 
that in early year 4 a major evaluation of the Master Plan be carried out allowing for mid- 
course corrections and revising the plan. This will be budgeted separately. 


The ultimate responsibility for success: and hence implementation and monitoring will be 
in the Synod and its SBHS. 


Vill. FUTURE : SUSTAINABILITY / DIRECTIONS. 


CNI health and medical work has gone on in many places for almost 100 years or more. 
In the past and today many have done well; some floundered and others collapsed. With 
or without assistance it seems to go on. The essential purpose of this master plan is to 
influence, direct and coordinate this work. It is not the intention to manage all CN! health 


work but to provide the challenge, vision, direction and Support to make them relevant, 
strong and able to serve. 


CNI hospitals and health work will always need staff, money, equipment and updating. 
The essential question is, do they just survive or are they living with and for a purpose. 
This is essential in any concept of sustainability both of the work and the results. If CNI 
Strengthens capacity, builds leadership, provides effective, relevant and productive ministry, 
then this work will not only survive but grow to be of more use to others. 


Thus the CNI Master Plan in health is to provide this complementary and coordination 
to influence to give new direction and meaning to the work and build the foundations for 
a successful future. It is not to sustain hospitals or just be economically viable. It is an 
effort to se the hospital as a means to reach out. It will also seek alternatives beyond 
the hospital and in the community so as to challenge the church to see the wider dimensiorys 
of health. 


IX. BUDGET AND FINANCES 


This is a summary budget. Detailed notes, explanations and rationale will be provided. 
It is a 6-Year Budget but has two 3-year phases : 


PHASE - | 
eee 
Activity Year | ll HI 
1 Strengthening Institutes 1,60,00,000 1,75,00,000 1,50,00,000 
2: Leadership development 20,00,000 20,00,000 25,00,000 
3. Community Based Health 60,00,000 65,00,000 85,00,000 
4. CNI Monitoring System 10,00,000 12,00,000 15,00,000 
a; General Awareness 4,00,000 5,00,000 6,00,000 
Total : 2,54,00,000 2,/7,00,000 2,81,00,000 
PHASE - Il 
Year 4. Year 5 Year 6 
i Strengthening Institutes 1,50,00,000 1,50,00,000 1,00,00,000 
28 Leadership development 30,00,000 35,00 ,000 45,00,000 
3. Community Based Health 1,00,00,000 1,20,00,000 1,50,,00,000 
4. CNI Monitoring System 20,080,006 23;00 000 25,00,000 
5 General Awareness €6,00000 - 7 50,008 850,000 
Total : 3,06,00,000 3,15,50,000 3,28,50,000 
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X. RESOURCES 


While CNI would have to raise almost all the above it needs to record that this must be 
seen in the light of many related factors : 


(i) The present hospitals, with budgets from about Rs. 20,00,000 to almost Rs. 
10,00,00,000 a year raise much of their money in India. This is not reflected above. 


(Ii) some traditional partners already provide assistance (TLM, CBM, etc.) They are 
likely to continue in the future. 


(ili) This budget is for the Synodical Health Master Plan and will be coordinated by 
the SBHS. This is being shared with traditional CNI partners. 


(iv) Member churches, dioceses, hospitals and health programmes will be encouraged 
to raise their own funds in India and overseas. Yet with CNI partners duplication 
in health requests will be avoided so as to give priority to the Master Plan. 


(v) The SBHS and the Synod itself will attempt to raise additional funds from gov- 
ernment, bilateral agencies and others. It will Keep all informed of this. 


(vi) The CNI Synod takes responsibility to find and ensure funds fully for the work of 
the SBHS in the future. This is the main area that is a part of the Synod and will 
continue to play its coordinating and leadership role in the future. 


(vii) Thus the CNI Synod will make a commitment to the current funds of SBHS from 
year 6 onwards. 


Xl. DIFFICULTIES ANTICIPATED 


A massive effort, such as this, to revitalise the CNI healing ministry through a Master Plan 
for a vision and action till 2000 AD will obviously face difficulties. While this plan has evolved 
over the years in consultation, surveys, reports and policy statements it sets out clearly, 
now, new directions, commitments and emphasis Change always threatens and takes time 
to implement. The SBHS will of necessity have to handle this. Possible problems are listed 
below so as to help SBHS to be aware of some of the limitations and hurdles ahead. 
Every effort will be made to overcome or minimise these :- 


es Difficulties in SBHS itself - its capacity to influence change, monitor and manage 
the Master Plan and provide the necessary technical and administrative Support 
expected. 

Pe Difficulties in people of hospitals and the health services of CNI. Attitudinal change 


is required in key ladders both in the church structures and in the health institutes. 


This Is a sensitive area requiring early and constant effort to influence leaders, 
decision makers and future staff of the hospitals. 


a Difficulties of Resources - This is a major development project for CNI. To be 
successful, it requires much funds over a reasonable period o 6 years. Besides 
the already available and often committed resources, this project attempts to raise 
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4. The socio-political situation in North India. Recent events have indicated the 
precarious law and order situation in north India. Three are many subnational efforts 
to have more freedom, a certain identity and space for the development of their 
community. This is complicated by the linguistic, religious and cultural diversity of 
the area. Forces of communalism, fanaticism and corruption of a scale an extent 
not seen before threaten the very values an foundation of society. 


This situation will have implications on Christian social service and efforts in 
community building, struggles for justice and empowerment. 


ah Fast changing Health situation in India. 


It is apparent that the health situation in India is unstable. We expect the ecological, 
population and social forces to change the patterns of disease and create a crisis in certain 
areas. Two obvious problems are related to the life styles of people - AIDS and health 
problems due to stress, pollution and environment. 


In the context of this changed scenario it is to be noted that the poor, the women, the 
tribals and the rural will still be exploited, marginalised and left out. As always, they will 
be victims of neglect and the forces that benefit the powerful and the elite. CNI needs 
to be well placed to serve the needy in this situation. 


Xll. SUMMARY 


The CNI is strategically located in the area of India that are backward and where there 
is much disparity. Its infrastructure of institutions, services and personnel can be mobilised, 
motivated and empowered to be vehicle of change in the building of a health, just and 
Sustainable society. This in essence is the purpose of the mission of the church and at 
the heart of this Master Plan. CNI wants an integrated, wholistic an capacity building 
approach towards laying the foundations for new thrusts, vision and developments in mission 
in the 21st century. This begins now. The Master Plan is flexible within certain parameters 
of priorities, principals and policies of the CNI. 


It is hoped that this revitalisation of the health and haling ministries will ensure capability 
for service, outreach and solidarity with the marginalised. It will attempt to renew both 
the people involved in ministry and the institutions, congregations and programmes 
associated with such a plan. All this is a means to an end. It is the vision of CNI to have 
a wholistic understanding of mission and service that builds a truly healthy nation. It is 
a desire to make life -health, wholeness and the fullness of life - available to all people. 
In this national challenge CNI has a small but critical role. 
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The church does not exist or herself but to serve God’s creation in building the Kingdom. 
it is time for CNI to have a mission charged with love for all creation of God so that the 
church should be dynamic and amongst the people - community based, people centred 
approach to make health in its widest sense a reality for all. A Master Plan such as this 
is an effort to influence, direct and energize the health services of the church to be integrated, 
wholistic and recognised as an essential component of the life, witness and concern of 
the CNI Church. 


With God’s help CNI believes this is possible. With the resources available it should be 
feasible. With a commitment of the church, its leaders, structures, institutes and congre- 
gations it should be inevitable. 


XI. APPENDICES 

I. - Community Health Programme of CNI 
II - The CNI Priorities 

I - CNI Health Policy Document (1988) 


IV - Report of Consultation 1987 
V - CNI Policy Statement on Development (1992) 
VI - Map of CNI in India 
VII - List of CNI Hospitals 
VI - CNI Organisational Structure 
wk 
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APPENDIX - | 


COMMUNITY HEALTH PROGRAMME OF 
CHURCH OF NORTH INDIA 


I. INTRODUCTION: 


The Church of North India (CNI) is a united Church evolved out of union of six Churches 
in 1970. 


The Church has 61 hospitals, and several social Service projects in its network. 
Il. HISTORY OF HEALTH AN MEDICAL WORK OF CNI 


The Church had several institutions which were in the remote corners of India. In many 
places these were the only hospitals delivering health care facilities once upon a time. 
At present the scene has changed. Government facilities are available to people in small 
towns and private sector health care is available to people who can pay for quality services, 
Thus there is competition from the private sector which forces many of our Hospitals to 
improve, expand and upgrade their facilities. In most CNI Hospitals, the health care has 
been curative oriented. 


lll... HEALTH MOVEMENT IN CHURCH OF NORTH INDIA 


The mandate to heal given to the Church is not given only to medical institutions or personnel 
alone. The whole church (its members) have a commission and responsibility to heal. The 
Church should, in future, take on activities which are much more than medical activities. 
It should aim at involving the Church as a whole in its healing ministry. There is an opportunity 
to participate in this ministry for all, the members, schools, congregations as wellas hospitals. 
CNI aims at developing a comprehensive programme which doesn’t exclude anyone in 
its network. The advantage of this approach is the activities will be much more flexible, 
accessible to the people in need, and adaptable. 


IV. THE NEED 


The CNI hospitals are serving people in the under served and remote corners of India 
mostly in ‘Bimarou’ states. The patients who visit the hospitals are poor, who are generally 
neglected by the private and the Government systems of health care. The health of the 
tribal communities in India is quite poor and they are a neglected group in many states. 
There is a missionary concern to help the poor and the needy and the Church is committed 
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to the empowerment of people. We need to start activities to involve these communities. 
These activities will enable the church 


(a) To learn from the Community and address its needs more sympathetically. 


(b) it is more cost effective as the activities will be much spread out, as the 
institutions’ staff members will be limited. 


(c) It gives an opportunity for many local congregations to participate in the 
implementation of activities. 


The CNI has setup a few activities to promote community health in the next 6 years :- 


(1) To motivate the hospitals/health care institutions to develop and sustain community 
health projects based in the community. 

(2) To facilitate local congregations into activities for health. 

(3) To equip youth and women with skills and leadership to participate in health activities. 
Hence the future activities of CNI will focus on : 

(a) Developing activities in institutions that are based on needs/problems in the area 
and are relevant. 

(b) Developing activities in congregations to involve their members/lay people in health 
activities in which they can contribute and participate in the struggles of the poor/ 
diseased. 

(c) Promoting activities among the women and the youth that faclitates their devel- 


opment into future leaders for health activities in their local communities. 


The above task is not easy oF a prescription for all the ills in communities. However CNI 
would focus itself to these groups to promote healthy communities. 


V. PRIMARY HEALTH CARE PROJECTS OF CNI HOSPITALS 


The Church has 61 hospitals in its network. Some have participated in CMAI’s (Christian 
Medical Association of India) Community Health Programmes and some had community 
health programmes of their own. Thus some have experienced delivering primary health 
care services and would like to do more if opportunity is given. 


The primary health care programmes planned to be implemented through the hospitals, 
will give an opportunity for the leadership to learn and experiment a different model of 


health care at the community level. The mission hospital will be available as the secondary 
level centre for referral services. 


At least 40 hospitals are in small towns and villages which gives them an opportunity to 
serve as base hospitals. These centres could be the referral centres (secondary care 
centres) and resource centres or developing future community health work. The hospitals 
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traditionally provide only primary health in a rural village. This need not be So in future. 
In some cities and towns, there is acute need for service in slums. CNI hospitals can involve 


in extending basic health care services in these slums with referral services to the base 
hospitals. 


Thus the plan aims to develop 40 micro Projects linked to the existing hospitals for primary 
health care services in a Population of 10000 in rural area or in urban slums. The hospitals 
will develop a comprehensive primary health care Services system with all elements of 
primary health care. There will also be an Opportunity to work with the Government, other 
NGOs and local leaders to integrate the principles of PHC in the area. 


The 40 primary health care projects will be based in the most backward states (Bihar, 
Madhya Pradesh, Orissa and Uttar Pradesh and in North Eastern States). 


' The Specific Objectives for PHC Projects will be : 


(a) Reduce ithe infant mortality/morbidity rates. 

(b) Reduce the maternal mortality/morbidity rates 

(c) Reduce malnutrition in under - 5 children. 

(d) Increase accessibility to minimal medical care to the poor. 

(e) develop activities to Promote status of women and their education. 
(f) develop activities to promote self reliance among women. 

(g) Promote Safe drinking water and environmental hygiene. 


Since each project will vary in terms of the mortality/morbidity rates, the objectives will 
be modified once the Survey is over to have realistic, measurable objectives. 


Vi. ORGANISATIONAL STRUCTURE-PROJECT LEVEL 


Chief executive Officer 
Project oman 
Health —— (2) 
ee (10) 


The Chief executive Officer will be the overall incharge for the project and will be 
responsible and accountable to the regional board and the SBHS. He will be responsible 
fo submit periodical project reports, financial and audit statements to the board and the 
SBHS. 


The Project Manager will report to the CEO and will be conducting the day-to-day activities 
of the project at the field. He will also be responsible to Supervise, support the Health 
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Auxiliaries and the Community Health volunteers. He will also coordinate the work of staff 
training and service activities of the project. He/She will also be responsible to monitor, 
review and submit reports to the CEO. However, the major work of the Project manager 
will be organising the communities in he area or effective participation in the project and 
enable them to be self reliant over a period of time. 


The Health Auxiliaries will be the technical people supporting the project activities with 
medical services at the field. They will be preferably Auxiliary Nurses capable of managing 
the health centres on their own. If trained personnel are not available, the hospitals will 
select women from the community itself and train them in the institution on nursing and 
medical skills for 6 months and then employ them in the project centres. We expect to 
have one centre with one Health Auxiliary for every 5000 population. 


The community health volunteers will be selected by he community and supervised 

by the community. They will be supported in their work by the Health Auxiliaries. They | 
will undergo an initial training for one month at the field followed by on job training. They 

will be responsible to provide minimal medical care at the home level, educate the women 

and the community in general. The Volunteers will be the key link between the hospital 

and the community. We plan to have one Volunteer for every 200 household. However 

this will be flexible and in some terrains where the houses are spread out they will cover 

lesser number of families. 


Vil. ACTIVITIES : FOR PHC WORK 
The activities will include the following : 
(a) Training of village health volunteers or primary health carers. 


(b) Training of traditional birth attendants. (Dais) 


(c) Training of project staff. 

(d) Organising communities to fight for removal of inequalities in the existing system. 
(e) Awareness building to bargain better deals from Government. 

(f) Organising women clubs/Mahila Mandals and cooperatives. 

(g) Conducting non-formal session and schools for women/school dropouts. 


(h) Working with Government/Other NGO’s at the grassroot level. 
Vill. METHODOLOGY : AT THE PROJECT LEVEL 


The SBHS will organise specific training programmes for co-ordinators of these programmes 
to manage/organise activities in the field level. CNI has a number of experienced community 
health trainers among its network who will be the resource persons for training. 
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Once trained, the Co-ordinator will work with the Chief executive Officer and Governmental 
officer to identify and select villages with approximately 10,000 population. Some urban 
slums will also be taken as project area if recommended by the local Government. 


The Co-ordinators will select volunteers to facilitate conduct surveys and they will train 
the volunteers with the help of CNI resource persons. 


The Co-ordinators and the technical Staff (preferably, a Community Health Nurse) will stay 
in the Community itself and not in the hospitals. They will build/rent a place in the community 


itself so that many problems could be handled at the community level itself. Referrals be 
made to the base hospital. 


The hospital will send a team of doctor/nurse and specialists once in a week to conduct 
periodic clinics at the village/urban health centres. The will also train the volunteers and 
traditional birth attendants at the village centres and at the hospital. 


There will be local collaboration with the Government and the NGO’s at the project level. 
This is necessary as this will strengthen the project activities. 


The project activities will include an active school health Programme in which the children 
will learn health messages from project volunteers. The school teachers in the area will 
also be given orientation on prevention of diseases, and we expect the school children 
to be he messengers of good health to their friends and family. 


The backward states (BIMAROU) have 45% of India’s population. It is necessary the 
populaticn control strategies and messages are effectively given. The Project will use local/ 
traditional media to spread the message of small family norm. 


IX. MONITORING 


The local monitoring will be done by the co-ordinator. The hospital will form a committee 
to advise, support and direct the project. It shall have the CEO, Principal school of Nursing, 
external experts and Government functionaries with knowledge of health situations in the 
local area as members. The committee will meet once in 3 months to assess, progress, 
review activities and sort out problems. The Minutes will be available to the regional board 


SBHS for monitoring. 


Further the coordinator will prepare a quantitative/descriptive report of the progress and 
achievements and send to the SBHS every month. 
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X. PROCESS OF ESTABLISHING MICROPROJECTS 


Formation of SBHS community health committee 
| 
Dialogue with the Regional Boards 
| 
Regional Conferences 
| 
Proposal Development Workshops 
| 
Project Award 
| 
Fund release 
| 
Monitoring 
Review Meetings 
Feed back | 
| 
Final Evaluation 


Xl. REGIONAL COMMUNITY HEALTH CONFERENCES 


The SBHS will organise regional community health conferences to promote community 
health. The primary objective is to get the hospital's leadership to get involved and participate 
in the overall community health commitment of the CNI. The participants will include Medical 
Superintendents, Principals Schools of Nursing, Board Members from Hospital Board of 
Management, regional leaders and community health experts. The idea is that community 
health becomes a part of their thinking, commitment and the mission. Over the year some 
of institutions have overgrown and are not really relevant to the community's current needs 
and expectations. We believe this strategy will be a starting point for a dialogue on 
restructuring the existing health care facilities for the future. 


Xll. REGIONAL PROPOSAL DEVELOPMENT WORKSHOPS 


In the second stage, a series of proposal Development Workshops will be organised. This 
willbe regionwise and each workshop willhave 20-30 participants. The head of the institution, 
prospective project co-ordinators and other staff involved in project activities in each 
institution will develop an appropriate proposal with the secondary data available with them 
from the communities around (in which they plan to work). The participants will set up 
objectives, formulate action plan, and present a budget proposal at the end of 5 days. 
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These proposals will be reviewed by the regional boards and experts and the projects 


will be awarded. This gives an opportunity for the regional leaders o be a part of community 
health activities and decision making. 


Xill. SBHS STAFF STRUCTURE 


Project Director 
Project Eerdiiator (1) Training Office (1) Supporting Staff (1) 
SBHS 
Regional Project Leaders (Secretaries Regional Board)-6 


Regional Project Co-ordinator (6) Supporting Staff (6) 


The project Coordinator will report to the Project Director. He/Sheis responsible to coordinate 
and implement the programme. The person is also responsible to monitor the activities 
of the Regional coordinators though the Regional leaders. The job also includes participation 
in training activities as resource Person and receiving reports from the projects, analysing 
them and compiling for future use. 


The Training coordinator is responsible to coordinate the overall training of the project 
Staff. The person is also responsible to make information and resource materials available 
to the Projects and the regional coordinators for effective training. 


The Regional Project leaders are responsible to monitor the projects in their area and send 
periodic reports and suggestions to the SBHS on the progress, problems and changes 
needed in the project activities to achieve he objective. They will also Supervise and guide 
the Regional Project coordinator in their work. They will represent regional concerns 
regarding the projects in the Community Health Task Force meetings. 


The Regional Project Coordinators report to the Regional Project Leader. They help in 
organisation of the Regional conferences, Regional Proposal Development Workshops and 
any other training programmes for training the project staff. They will monitor the project 
in their region and will give technical support at the field. They will also prepare monthly 
descriptive report on each project and submit to their leaders and to the Project Coordinator 


at the SBHS. 
XIV. COMMUNITY HEALTH TASK FORCE 


The SBHS will constitute a Community Health Committee to advise SBHS in the community 
health programme. 
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it shall have the following membership - 

Chairman of the Synodical Board of Health Services 
Project Director 

Regional Project Leaders 

Project Co-ordinators 

Regional Project Co-ordinators 

Training Officer 


Two experts in Community Health 
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Two representatives from Projects. 
The task force shall have the following functions : 


The task force will be responsible to formulate the policy for the community health work 
related to the projects. It is a body which guides the SBHS in the overall implementation 
of the programme. It will review individual project proposals and approve the proposals 
for award by the SBHS. It will meet once in 4 months initially (first year), every 6 months 
in the second year and once in a year once the programme is well established. It will 
review the overall progress of the Programme and guide the SBHS and the regional leaders 
in programme implementation. The Chairman, SBHS will be the Chairperson and the Project 
Director will be the Convenor of the Task Force. | 


XV. PROJECT AWARD 


The above said committee will also be responsible to award projects based on the criteria 
laid out by the SBHS (Project Director and Project Coordinators). The award will be purely 
based on the need of the area, infrastructural facilitie's available, stability of the institution, 
leadership available and the commitment shown to promote community health. 


It is expected that SBHS will assist 10 microprojects in the first year, 5 in the second 
year and 15 in the third year. 


Thus by the third year, a total of 40 microprojects will be awarded 
XVI. TECHNICAL MONITORING 


Technical monitoring will be done by the SBHS with the help of the project Coordinator 
and the regional project coordinators. The staff will be technically capable of monitoring, 
training and supporting he project staff and the activities. Field visits will be made, reports 
will be reviewed and on job training will be given to the project staff. CNI will also avail 


of the expertise within its network and invite external consultants, if needed, for technical 
monitoring and guidance. 


XVII. FINANCIAL CONTROL 


This will be by the SBHS through the Secretary SBHS. Institutions receiving the project 
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assistance will submit quarterly financial statements and yearly Audit of the accounts. Funds 


will be released by SBHS every six months on recommendation from the Regional Project 
Leaders. 


XVII. PROJECTCOST 


Each microproject willcost approximately Rs. 150,000in the first year. We expect 10% increase 
in expenses every year due to inflation, salaries and other recurrent expenses. The institution 


to community health. 


XIX. SPECIAL TRAINING PROGRAMMES FOR WOMEN AND YOUTH 


The overall commitment of SBHS to community Health includes special training programmes 
for women and youth in its network. This will be organised in collaboration with the women’s 
fellowships and the youth fellowship of the congregations. 


The training programmes organised will focus on the following issues that are important 
to the health of communities like : 


a. Substance abuse prevention and care 
b. Alcoholism, and care of alcholics. 
AIDS prevention, awareness and support for HIV infected persons 
d. Care of the elderly, and the terminally ill. 
e. Health and social justice issues. 
XX. CONCLUSION 


The new direction taken by CNI is to face the emerging challenges in India. CNI aims 
to give a new vision to the existing medical institutions and to the whole church through 
these new activities. While the contribution of the Medical Institutions is needed in many 
Promote areas, they need to be sensitive and responsive to the grass root levels needs 
and problems. A new response is needed from CNI Medical Instructions. They have to 
have a disable minimum facilities and services to help the poor and the marginalised. At 
the same time there has to be a permissible maximum in technology and services which 
marks a limit on their expansion. The institutions need not compete with the private sector 
but should be able to provide quality services at a reasonable cost. 


The Community Health Projects in 40 Institutions will help sensitising them for the existing 
challenges and help them move in the direction of relevant services to the poor and the 
needy. 


As new challenges emerge, the whole church needs to participate in the great commission 
“Preach, Teach and Heal” to respond to the victims of the on coming disasters. We need 
to prepare and equip the congregation for the same. These efforts are explained in this 


document. 
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ACTIVITY CHART FOR PRIMARY HEALTH CARE PROJECT 


1Yr W Yr Wi Yr WV Yr V Yr Vi Yr 


a. Staff deployment Xx 
b. Staff Training X 
c Survey and Community XXX 


Organisation 


d. Services | X Keone ane enee cen ann anno 

e. Activities for Women Ca. eT 

i: Activities for Income a ie 

Generation 

g. Monitoring ise sega aaa 

rm Reporting X x xX. X» °K ee 

is Review Meting X x Mee Ke XK: XX See: 

TIMEFRAME FOR OVERALL ACTIVITY IN COMMUNITY HEALTH OF CNI 
IYR HYR WIYR IVYR  VYR_ VIYR 

a. Regional Conferences XXXXX XXXXX XXX XXX XXX XX 

D: Proposal development workshops 

G; Project Awards 

a. Monitoring x 
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BUDGET FOR EACH PRIMARY HEALTH CARE PROJECTS ASSISTANCE 


OO Rw 3 


ne ee ener 


ree es OP oe 


Training microproject Staff/Refresher 
Microproject Assistance @ 150000x2 

Staff at SBHS & Regional Levels 

Office establishment charges & maintenance 
Review meetings 

Monitoring/Evaluation 


TOTAL 


Training microproject staff/Refresher 
Microproject Assistance @ 150000x2 

Staff at SBHS & Regional Levels 

Office establishment charges & maintenance 
Review meetings 

Monitoring/Evaluation 


TOTAL 


All figures are in Indian Rupees 


Training microproject staff/Refresher 
Microproject Assistance @ 150000x2 

Staff at SBHS & Regional Levels 

Office establishment charges & maintenance 
Review meetings 

Monitoring/Evaluation 


TOTAL 


ra 


1ST YEAR 


2,50,000 
15,00,000 
4,00,000 
2,00,000 
3,00,000 
2,00,000 


28,50,000 


3RD YEAR 


5,00,000 
60,00,000 
4,50,000 
2,50,000 
3,50,000 
4,00,000 


79,50,000 


5TH YEAR 


2,50,000 
60,00,000 
5,00,000 
3,00,000 
5,00,000 
5,00,000 


80,50,000 


2ND YEAR 


2,50,000 
37,50,000 
4,00,000 
2,00,000 
3,00,000 
3,00,000 


52,00,000 


4TH YEAR 


2,50,000 
60,00,000 
4,50,000 
2,50,000 
3,50,000 
4,00,000 


77,00,000 


6TH YEAR 


3,00,000 
60,00,000 
5,50,000 
3,00,000 
6,00,000 
10,00,000 


87,50,000 
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BUDGET FOR COMMUNITY HEALTH ACTIVITIES 


(AT THE REGIONAL LEVEL) 


Regional Conferences 

Proposal Development Workshops 

Church leaders meetings 

Special training programmes and assistance 
to youth and women 


TOTAL 


Regional Conferences 

Proposal Development Workshops 

Church leaders meetings 

Special training programmes and assistance 
to youth and women 


TOTAL 


Regional Conferences 
Proposal Development Workshops 
Church leaders meetings 


Special training programmes and assistance 
to youth and women 


TOTAL 


* 


All figures are in Indian Rupees 
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1ST YEAR 


9,00,000 
4,50,000 
3,00 ,000 


5,00 ,000 


16,50,000 


3RD YEAR 


6,00,000 
4,50,000 
3,00,000 


10,00,000 


16,50,000 


5TH YEAR 
4,00,000 


4,00,000 


10,00,000 


14,00,000 


2ND YEAR 


9,00,000 
4,50,000 
3,00,000 


21,50,000 


4TH YEAR 
4,00,000 


10,00,000 
21,50,000 


6TH YEAR 


6,00,000 
5,00,000 


10,00,000 


25,00,000 


BUDGET FOR ONE MICRO-PROJECT PER YEAR 


CAPITAL 15,000 
Equipment 


SURVEY AND PROPOSAL DEVELOPMENT 


RECURRENT 

a. Salaries : 

qa Project Manager 1 x @ 3000 p.m. xX 12 mo 36,000 

2 Health auxiliaries 2 x @ 1000 p.m. 12 mo 24,000 

<6 is Community Volunteers 10 x @ 200 DMX 1236 24,000 

b. Medicines and supplies @ 500 p.m. xX 12 mo 6,000 

G Local Travel @ 500 p.m. x 12 mo 6,000 

d. Travel Outside 4,000 

e. Training at the local level 10,000 

E Community Organisation (Village Committee 5,000 
Meetings etc.) 

g. Development Activities (Women and Youth) 15,000 
TOTAL 1,50,000 


* All figures in Indian rupees. 
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APPENDIX - Il 


NINE CNI PRIORITIES FOR 1990 - 2000 AD 
ANNOTATIONS 


1. Spiritual Renewal 


This is not just the cry of the Church of North India. But of the Churches throughout the 
world. The theme of the last Assembly of the World Council of Churches held in February, 
1991, at Canberra, Australia was “Come Holy Spirit, Renew the Whole Creation’. Renewal 
is God's gift to a repentant community. Only the Holy Spirit can bring about renewal in 
the Church if we truly repent of our sins and turn away from them (metanoia). Spiritual 
renewal is not a matter of nice feelings and religious pity. It is a turning away from our 
vested interests an sins towards costly obedience to God. Any programme for spiritual 
renewal is not a matter of nice feelings and religious piety. Any programme for spiritual 
renewal must include ruthless exposure of our individual and collective sins (hypocrisy, 
pride, vested interest, self-seeking, injustice, unforgiveness, lust for money and power, 
etc.) It must also include an openness to God's call to engage with Him in the struggles 
of the poor and the oppressed (dalits) for justice and freedom. Renewal comes though 
prayer, and study of God’s word and obedience to it. 


2. Unity within the Church of North india and with Other Churches 


Unity is of the essence of the Church. Christ wills his Church to be one. This requires 
interaction of congregations within the CNI and with congregations of other Churches. We 
need to learn and appreciate the richness of the Church of North India as a united Church. 
New models of Christian unity must be explored. The CNI-CS| Mar Thoma Church 
relationship must be reviewed and be further strengthened. Also Church union negotiations 


between the CNI and the Methodist Church in India must be encouraged and pursued 
with zeal. 


a Mission and Evangelism 


Mission is God’s action for the wholeness of his creation. Evangelism is the proclamation 
of that gracious action. Mission is God’s, and the Church participates in it in obedience 
to God. In specific terms mission and evangelism are the Christian’s humble obedience 
to Christ's command to be in the world, to disciple the nations, to teach them what Christ 
commands and to baptize the believers (Mathew 28:19-20). But mission and evangelism 
are more complex that these specific acts. Secondly, according to Acts 28, mission and 
evangelism are more complex than Holy Spirit to be witnesses (martyrs) of Christ in various 
places and situations. Here the specific action is not pre-defined. It will depend upon the 
Holy Spirit. Thirdly, mission is to be Christ-like in the world: “as the Father has sent me, 
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even so send you” (John 20:21). This is the incarnationalmodel of Mission. Mission is not 
a battle against any religion. It is a battle against sin and forces of evil. Christian educational, 
medical and other service institutions have to return from being commercial organisations 
to being instruments of Christ’s mission. 


4. Development of Christian Leadership 


Christ who emptied himself and came not to be served but to serve, is the model of Christian 
leadership (Phillippians 2:5-11, Mark 10:45). Facilities must be devised for education and 
training of Christian children and youth on a priority basis. Pastoral ministry needs to be 
strengthened and intensified. Christian educational institutions have special responsibility 
in this matter to admit and employ Christians on a priority basis. 


a Socio-economic and political concerns, particularly the struggles of 
the oppressed and marginal sections of society such as women, 
dalits, indigenous communities [tribals], etc. for their self- develop- 
ment, dignity and wholesome life. 


Involvement in these concerns and struggles is a part of mission, a response to the gospel 
of Christ. 


Women’s Status and Concerns: 


In this connection, we should reinforce the programme, called the “Ecumenical Decade: 
Churches in Solidarity with Women, 1983-1998”. It was adopted by the CNI Synod’s 
Executive Committee in October 1988 for implementation throughout the Church of North 
India. The objectives, significance and implications of this vital priority programme must 
be widely publicised. 


Dalits: 


It is estimated that over two hundred million people in India have become victims of caste- 
discrimination. Among these are also Christians of Scheduled Castes origin who have 
suffered from double discrimination. The Constitution of India forbids discriminations on 
grounds of religion. And yet the Presidential Order of 1950 grants special privileges to 
Hindus belonging to the Scheduled Castes, but denies these privileges to those who are 
converted to the Christian faith from the Scheduled Castes even though their socio-economic 
conditions do not change. The Churches have realized the discrimination and injustice 
done to the Christians of Scheduled Castes origin. A massive rally was organised by all 
Churches at the Boat Club (New Delhi) on 17th August 1990, to demand justice (initially 
for the Christians of Scheduled Castes origin. This issue has to be pursued as a gospel- 
imperative until justice is done. 


6. Dialogue with People of other faiths 
This is a part of mission. Members of the Church must be educated about their own faith 


and about the faith of people of other religious communities so that they engage in 
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inter-religious dialogue intelligently. A study programme was initiated in some congregations 
and groups arounda WCC booklet, titled: “My Neighbour’s Faith and Mine”. Such programmes 
should be promoted in all congregations. 


ie Structural Changes Leading to Decentralisation, Democratisation and 
Devolution of Power. 


The idea behind this is to mobilise and involve the whole people of God in the decision- 
making processes and implementation of the programmes of the Church. The false notions 
of hierarchy and status have to be exploded and replaced by corporate decision- making, 
functioning, responsibilities and accountability. However, it may be noted that in the 
Constitution and structures of the Church of North India, authority and power are already 
so diffused and democratised that timely decision- making and implementation of decisions 
become impossible. This also must be looked into carefully. Decentralisation of structures 
of property-holding and property-management should also be explored. 


8. Indigenisation and Contextualisation of the Life, Work and Worship 
of the Church. 


The Churches in India (or the Christian community in India) bears a “Foreign Look” in 
its language life style, mission models, organisational structures, church - architecture, 
forms of worship etc. The Church must be “rooted in Christ but related to the soil’. The 
whole issue of the relation between “Gospel and Culture” is vital to the development of 
an authentic Church in India. The Diocesan Councils must give proper directions towards 
fulfillment of this priority. 


“Liturgy and Worship” is often worst his on account of inadequate preparation on the part 
of Pastors and leaders of worship. There seems to be widespread liturgical chaos. This 
needs imitate attention. The CNI Liturgical Commission must organise Schools of Worship 
and must plan their own. 


9. Self- Reliance in Personnel and Financial Resources 


This last of the priorities is by no means the least. Personnel and finance are no mere 
mundane, non-religious entities. These are essentially theological constituents of the life 
of the Church. These are God's gifts [talents] of which the members of the Church are 
trustees and stewards. Lack of personnel and financial resources indicates our lack of 
faith in and commitment to Christ. These have to be developed in relation to our “praise” 
of God, our “new birth” and our “living hope” [1 Peter 1:3]. In other words, our personnel 
and resources must match our gratitude for our salvation and our vision and programmes. 


8th CNI Synod 
6 - 10 October 1992 
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APPENDIX - Il 


THE POLICY OF 
THE CHURCH OF NORTH INDIA 
REGARDING ITS HEALING MINISTRY 
AND HEALTH CARE PROGRAMMES 


1988 
Adopted by the Executive Committee of the 
Church of North India Synod in its Meeting 
Held on October 25 - 28, 1988 


APPENDIX - IV 
(Ref. EC 39:88-221) 


THE POLICY OF THE CHURCH OF NORTH INDIA 
REGARDING ITS HEALING MINISTRY 
AND HEALTH CARE PROGRAMMES 


This document reaffirms the Statement of the Synod of the Church of North India (Minute 
S.6:86-331 (c)/Appendix Ill), of 4th October, 1986. 


The Statement termed “An Affirmation of Faith and Commitment” is a “faith-response” of 
the members of the Church of North India to the Contemporary Indian context and scene. 
It is as follows : 


We, the members of the Church of North India believe and affirm that as members 
of this Church we are a part of the One, Holy, Catholic and Apostolic Church, a 
people of God, which He is building up out of all generations and races of men 
and women. 


The Church of North India is what it is by reason of what it has received from 
God in Christ through bringing together into one living body the several traditions 
of the Churches that have united. This our heritage is the fruit of the continuous 
working of the Holy spirit in the Church from apostolic times down to our own day. 


We affirm and uphold the historic faith of the Church universal. We believe in one 
God-Father, Son and Holy Spirit. We believe that God has acted in Christ to transform 
the whole creation which He loves and continually renews. 


We believe that in the long history of our country Christ, the eternal Word, has 
been at work drawing people of our land from untruth towards Truth, from darkness 
towards Light, from death towards Life. Christ has been present in the Indian people’s 
deep longing and search for God, in all that is noble and true in the diverse religious 
scriptures, traditions and cultures of our land. 


We rejoice in this our rich religious and cultural heritage and are one with the 
generations of the people of our land who have developed it. We believe that Christ 
calls us to affirm this heritage with the people of diverse religions and cultures. 


We also believe that the gospel of Christ exposes and corrects whatever is 


oppressive and dehumanising in all cultures and religious traditions, including our 
own. 


We believe that Christ, breaking the walls that divide people, unites them across 
divisions of race, language, class, culture and religion, and calls us to be instruments 
of love, reconciliation, justice and peace. 
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Vi. We believe that God desires that all people be liberated from all demonic and 
enslaving powers and sin and that they may have the fullness of life as God’s 
free children. The Bible also reveals that God has a special concern for the liberations 
of the powerless, the poor and the oppressed from all that hinders their full 
development as God's free children. We believe that at present time God calls 
us to strive for justice and freedom to multitudes of the poor, the oppressed, the 
outcasts and the powerless in our own country and in the world. 


VIN. We believe that in obedience to Christ Crucified and Risen we are called to suffer 


with God’s suffering children and strive towards the fulfillment of His promise of 
fullness of life for everyone. 


Vill. We affirm our commitment to unity, witness and service in the name and for the 
sake of Jesus Christ. 


“SO HELP US GOD.” 


Arising from the Vth and VIIth Affirmations that “Christ...calls us to be instruments of love, 
reconciliation..”and that”...we are called to suffer with God’s suffering children and strive 
towards the fulfillment of his promise of illness of life for everyone” this document called 
“The Policy of he Church of North India Regarding its Healing Ministry and Health Care 
Programmes” attempts to define the policies and objectives of the health services of the 
Church. 


The Church realises and reaffirms that compassion towards suffering requires personal 
_ involvement, sacrifice and identification with the one who is in pain and distress, and in 
need. 


We believe that disease and disease processes are not merely of the body, but are of 
the spirit, the mind, the environment, and are also due to social and economic pressures, 
poverty and ignorance. We also believe that diseases and disease processes are not merely 
due to hostile micro-organisms, or genetic or metabolic Causes, or due to trauma, but that 
many diseases result from broken relationships between God an man, between man an 
man and social and economic exploitation and injustice, disharmony and the absence fe) 
peace in society and with nature. A violation of the integrity of creation, the avarice and 
greed of plunder and pollution of natural resources, leads to ill-health of whole communities 
and nations, and of individuals. 


Therefore, the challenge to the Church of North India is enormous-not merely in the 
prevention and management of the physical processes of disease, but in the prevention 
and correction of socio-economic, upheavals and injustices, and above all the restoring 
the harmony between God an his creation, and between man and his environment. 


The Church of North India has continued to meet this multi-pronged challenge through 
promotion of education, formal and non-formal development of economic schemes through 
vocational and other training methods and programmes, encouragement of social 
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awareness specially among women, and in the control, prevention and management of 
disease, but above all through the preaching of the gospel of love and redemption through 
Jesus Christ. | 


in its life of less than two decades much has been done, yet much more remains to be 
achieved. 


The Church of North India realizes that it must continue to heal and soothe, rehabilitate 
and reconcile the bits and pieces of human society, fragmented into near destruction by 
the corruption of sin and illness. 


The Church of North India firmly believes that fullness of life of man and of the community 
leading to redemption is through witness and support through several fields of endeavor 
TOGETHER - SIMULTANEOUS AND CO-ORDINATED. 


These fields include education, social an economic uplift, nutrition, protected water supply, 
sanitation, environmental cleanliness, prevention of disease, maternal and child welfare, 
and the therapeutic application of scientific and indigenous systems of medicine. 


The World Missionary Conference at Tambaram, Madras, in 1938, declared “THE MIN- 
ISTRY OF HEALTH AND HEALING BELONG TO THE ESSENCE OF THE GOSPEL, 
AND IS THEREFORE AN INTEGRAL PART OF THE MISSION TO WHICH CHRIST HAS 
CALLED AND IS CALLING HIS CHURCH. MEDICAL WORK OF HIGH STANDARD ONE 
IN THE SPIRIT OF CHRIST IS DISTINCTIVE IN AS MUCH AS IT IS AN EXPRESSION 
OF HIS REDEEMING POWER’. 


This declaration, a fundamental truth strengthened through half a century, holds very true 
even today. 


The present and future policies of the Church of North India with regard to its health services 
will find fulfillment under the following plans of action :- 


I. THE CHURCH OF NORTH INDIA AND THE NATIONAL HEALTH POLICY 


The Church of North India and its health services have hitherto continued, and will continue, 
in an increasing manner, to co-ordinate and co-operate with the National Health Policies 
of the government of India, the various State governments and their agencies. 


The Church of North India Hospitals and Health Units will continue to cooperate in population 
control programme, in maternal and child welfare care, and in the national programmes 


for the control of Malaria, Tuberculosis, Leprosy, Filariasis, and several other comunicable 
diseases. 


The response of the Church of North India Hospitals and Health Units in emergency and 
diseases relief programmes, such as flood disaster relief programmes, drought relief 


programmes, accident or natural calamity programmes, will be immediate and positive, 
within its means. 
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The Church o North India subscribes to the national and international aim of the Government 
of India and the World Health Organisation of ‘Health for All’ within the limits of a time- 
bound programme, namely by 2000 A.D. ° 


II. THE CHURCH OF NORTH INDIA AND ITS HOSPITALS 


It is the policy of the Church of North India to maintain, upgrade, encourage and support 
its Hospitals. Theses Hospitals are a legacy receive by the Church from overseas Missions 
and missionaries who wee the founders, custodians, and the benefactors. 


The Church of North India has tried to live up to the heaving responsibilities of maintaining 
and developing these legacies of Mission Hospitals. In many instances the Hospitals have 
Succeeded though after a considerable Struggle. In other instances the Church of North 
India Hospitals are living under very difficult circumstances because of tremendous changes 
in the practice of medicine, and Socio-economic and other factors. 


However, inspite of server financial and personnel handicaps, the Christian faith and basic 
Christian values seem to be Strong in these Hospitals. Patients continue to come to these 
centres of haling inspite of increasing numbers of government Hospitals and dispensaries, 
and private Nursing Homes and clinics. Patients a attracted to Mission Hospitals by the 
compassion and Christian case thy receive in such Hospitals. 


During the next on or two decades, and more, it is the policy of the Church of North India 
to maintain, encourage and develop its Hospitals through its resources-spiritual, human 
and financial because the healing ministry of the Church is at the forefront of spreading 
the gospel. 


The Church Hospitals shall in addition _ the traditional practice of curative medicine, also 
promote and carry out new programmes and car centres such as : 


(i) Establishment of or conversion of part of certain Hospitals into Hospices for he 
terminal care of patients with advanced diseases, as Spiritual centres for the 
preparation of such patients for eternal life, and as centres for care and consolation 
for the bereaved family and the community. 


(il) Establishment of regional centres for the care o patients who are victims o trauma- 
industrial accidents, agricultural accidents, road traffic accidents-with facilities for 
quick and efficient services for transfer to more sophisticated centres when indicate. 


(ili) Establishment of rehabilation centres or the blind, mentally retard, for the spastics 
and for the paralytics, and establishment of vocational rehabilitation centres for 
occupational skills and thereby, and for counselling and vocational guidance. 


(iv) Establishment of Burns Centres - for victims of accidents, attempted suicide, 
homicide - with facilities for quick and efficient transfer to more sophisticated centres 


when indicate. 
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(v) Establishment o counselling and psychiatric centres or the emotionally disturbed 
adults, for emotionally disturbed children an students, for emotionally disturbed 
migrants (from a rural area into an industrial urban area), for victims of drug addition, 
alcohol addiction and tobacco addiction, and for the victims of wife and child abuse. 


(vi) Establishment of counselling centres for adolescence guidance, for marriage coun- 
selling and sex guidance, for family guidance, for unmarried mother guidance, for 
unplanned and unwanted child guidance, and guidance against venereal infection 
and AIDS. 


(vil) It shall be the policy of the Church of North India to encourage an support in an 
increasing manner the curative practice of medial care through updating hospital 
equipment, provide better hospital and out-patient facilities, cater to the need of 
hospital staff through provision of adequate quarters in or close to the Hospital 
premises, and develop an encourage the professional, academic and spiritual growth 
of all categories of staff through appropriate programmes, and support their work 
and stay and commitment to the Hospital through appropriate, adequate and relevant 
emoluments and retirement benefits 


ll. THE CHURCH OF NORTHINDIA AND COMMUNITY HEALTH SERVICES 


The Church realises that physical ailments are due to many factors such as ignorance, 
poverty, unhealthy environment and habits, traditions, social taboos, and also to emotional 
and spiritual stresses and strains. : 


In many instances, illnesses can be prevented by appropriate measures, an minor illnesses 
stopped from developing into major disasters. 


A Community Health Service has a vital part to play in not only preventing disease, but 
in promoting health. Knowledge of basic health principles an practices, maternal care and 
child welfare go a long way in reducing morbidity and mortality. Appropriate immunization 
programmes, education regarding proper and balanced nutrition, attention to environmental 


sanitation and protected water supply protect the community from endemic and epidemic 
diseases. 


The confidence in the Church Hospital by the communities served by these ‘base’ hospitals 
is areal factor contributing to the success of the Community Health and Service programmes. 
For instance, the success of a population control programme is very dependent on the 
services available to infants and children in the ‘base’ hospital. 


It is acknowledged by the Church that Community Health service and Hospital services 


supplement and complement each other, and that one without the other reduces drastically 
the effectiveness of each service. 


The Church of North India reaffirms its commitment to Community Health and Welfare 
Services, based on its Hospitals. Such Hospitals are the ‘base’ from which services to 
surrounding urban slums an rural communities are offered. It is the endeavour of the Church 
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that its Hospitals shall also increasingly serve as training centres for training doctors, nurses, 
Ppara-medical and health workers in Community Health an Welfare Services. 


IV. THE CHURCH OF NORTH INDIA AND PERSONNEL RESOURCES 
MANAGEMENT AND DEVELOPMENT ITS HOSPITALS. 


The Church of North India believes that truly dedicated, committed Christian staff serving 


in the Church of North India Hospitals are the most valuable assets in the healing ministry 
of the Church. 


The Church recognises the “market-value” of its health personnel within India in Government 
Service or in private practice, and abroad. 


It is and shall be a continuing policy of the Church that such valuable and precious staff 
be recruited and encouraged professionally through continuing education programmes, ~ 
through revision of emoluments and Promotions from time to time, through advancement 
into appropriate administrative responsibilities, through providing, adequate living quarters 
and other perquisites and security provided for in the post-retirement period. 


Thus, it is the policy of the Church of North India to strive to maintain and encourage 
its health personnel through whatever means possible, in their valued ministry of healing 
of the Church. 


V. THE CHURCH OF NORTH INDIA AND HEALTH TRAINING AND EDU- 
CATION PROGRAMMES 


The identification and nurture of young and committed Christian men and women for work 
in the healing ministry is an important task of the Church. 


(a) It shall be the policy of the Church to identify through vocational guidance and 
training programmes young people of intelligence, aptitude and commitment, to 
train and guide them for admission into various, health training programmes and 
Colleges - Medical, Nursing and Para-medical. 


(b) A remedial ‘bridge-course’ to encourage those handicapped by poor knowledge 
of English (the language of medical and nursing sciences) and to enable such 
handicapped young people to perform well in competetive entrance examinations 
of various formal courses is the future policy of the Church. 


(c) Realising that a training programme in any Church Hospital enhances the profes- 
sional and academic stature of that Hospital and offers better service to patients 
and greater professional satisfaction to the staff. It shall encourage and support 
such training programmes in its own Hospitals-such as the Schools of Nursing the 
paramedical and health workers training programmes. 


(d) A proper nurture and encouragement of Christian students in various Medical and 
Nursing Colleges through personal contact, financial assistance and support when 
required, and constant encouragement through prayer and through correspondence 
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will produce a cadre of dedicated and committed young staff for the Christian 
Hospitals and leadership for the Church in the years to come. To this end, the 
Church of North India shall seek to establish Endowment Funds for scholarship 
assistance, etc. 


Vi. THE CHURCH OF NORTH INDIA AND THE FINANCIAL STRUCTURE 
OF ITS HOSPITALS 


It is realised that most Mission Hospitals of the Church of North India were founded several 
decades ago in villages and small towns or in the poorer sections of large towns and cities. 


Even though villages and small towns have increased in size, and larger towns and cities 
have also grown enormously, most of the patients come from the poor or the very poor 
sections of the community. In only some Hospitals in large towns or cities, are patients 
from the middle class or upper middle class income groups. 


Therefore, the income from patients (the main source of income in all the Hospitals) and 
supplementary income (from the Church of North India or Churches or supporting agencies 
within India or abroad) is just sufficient to “break even” or be marginally deficit. A significant 
proportion of the income is expended as “free care” or “concessional care” of the poor 


patients. , 


Therefore, the vast majority of Church Hospitals do not have funds to set aside as 
depreciation for equipment or building replacement, capital reserve, staff welfare and 
development, pension, etc. 


The Church recognises that there are no local resources at the disposal of Hospitals for 
investing in new equipment (such as sterilisers, generators, X-ray equipments, ambulances 
and vans, etc.) for improved patients care and for generating more income, or for putting 
up, new facilities such as wards, outpatient department, community health centres, staff 
quarters or even for repairing and maintaining existing physical structure. 


It is the continuing policy of the Church of North India to offer its own resources, when 
possible, and to mobilise the interest and resources of partner Churches and supporting 
bodies overseas for such capital projects and programmes. 


The Church of North India ardently hopes that its Hospitals will continue to serve the 
community in which it is place in greater measure, particularly its weaker sections. 


Recognising the traditional links between partner Churches, supporting agencies and 
friends, the Church of North India encourages such bodies to support its health ministry 
through various means and ways. However, the Church expects and requests that such 
Support will always be channelled and routed through the Church of North India Synod 
Treasury so that support will be within the priorities and requests of the various Hospitals, 


and also enable the Church of North India to forge a closer link between itself and its 
units of work. 
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Vil. = THE CHURCH OF NORTH INDIA AND THE INVOLVEMENT OF ITS 
CONGREGATIONS IN THE HEALTH SERVICE AND HEALTH SER- 
VICES AND HEALING MINISTRY OF THE CHURCH. 


It is hoped by the Church of North India that its congregations will perceive Church Hospitals 
as part of their responsibility in their personal service to Christ and to the community. 


The Church encourages its pastors and members of the congregations to participate in 
patient care such as : 


(i) Organised and regular patient visiting for social contact, offering of personal services 
and small gifts (such as fruits, milk or eggs, etc.) 

(il) Prayers with and for seriously ill patients and for those undergoing surgical operation. 

(iil) Consolation and counselling, and service to the bereaved. 


(iv) Support of staff through prayer. 
(vi) Donation of organs. 


Thus a spiritual ‘togetherness” or “one-ness” is fostered between one another- the sick 
and those in need and with all those who are involved in the work of our Lord who has 
called us to serve. 


Vill. CONCLUSION 


Through this document, “The Policy of the Health Services of the Church of North India”, 
the Church reaffirms its commitment to the ministry of healing and service in obedience 
to and in accordance with Christ's mandate to the Church. The Church takes a measure 
of pride in its achievement in the ministry of healing its various Hospitals and their Community 
Health and Welfare programmes and yet the Church is humble to recognise its shortcomings 
and failure, and accept the challenge of the future. Through grace and God's heavenly 
blessings, the Church goes forward with faith and confidence in its service to Him in the 
ministry of healing. 
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APPENDICE - V 


CNI CONSULTATION WITH DONOR AGENCIES 
FEBRUARY 17-19, 1987 
NEW DELHI 


REPORT OF THE GROUP ON 
HEALTH AND HEALTH CARE PROGRAMME 


INTRODUCTION 


The Church of North India has a great heritage and tradition in the hospitals and health 
centres it has received over the years and now manages. These have been known to 
be centres of love and service and highly respected by the local community. People still 
expect from the Church related hospitals quality care with compassion and commitment. 
Yet, while we recognise and appreciate the good work of our CNI Health Institutes we 
are also aware of many problems that exist today. These hospitals appear as a burden 
to the Church already concerned with other Institutions, problems and priorities. Are our 
hospitals a relic of the past, some closed or about to be closed? 


A brief review of the problems of Christian Hospitals identified the following as major 
concerns:- 


(a) 


(b) 


(c) 


(d) 


(e) 


Lack of vision, meaning and purpose in many of the Church Hospitals and Church 
Leaders of why we should be involved in the Ministry of Healing. 


Problems of poor and inappropriate management. This includes leadership and 
manpower development. outdated systems and procedures, inadequate mainte- 
nance of property, buildings and facilities and general insufficiency of funds. 


Relationships between the local Church and Hospital have not always been healthy 
and supportive. 


Questions are asked about the social relevance of the Hopital. Who benefits and 
who is served? In the context of the health needs and problems of the people 
of North India there is need for greater outreach and specialised care specialised 
care for the poor and weaker sections. 


Changes in the environment and in the Church have also been difficult to handle 
and come to terms with. This includes increased coverage and services by 
Government and the Private sector in health, new Nursing Home closeby and in 
competition within the Churches Hospitals and greater expectations from the public 
for specialists, new equipment and better facilities. This has been aggravated by 
the decline of support from traditional Church partners and home mission boards. 
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The number of missionaries has come down and new ones are unlikely to get 
permission to come into India. 


One cannot see these Institutions in isolation of the health needs and problems of the 
people of this part of India. Central and North India have a very poor health status which 
is aggravated by poor participation, literacy and socio-economic and political conditions. 
The Church is very small minority in this area often made up of the poor and weaker sections 
itself. There is great need and opportunity in this part of India to contribute, however small 
yet significantly, to making health a reality for the people of India. 


In the new Health Policy of the Government of India and in the seventh Five Year Plan 
document there is a commitment to the universal provision of Primary Health Cae so that 
there will be “Health for All by 2000 A.D.” The Government is keen to get NGO’s involved 
in this area. 


“In sum, the contours of the National Health Policy have to be evolved within a fully integrated 
planning framework which seeks to provide universal, comprehensive primary health care 
Services, relevant to the actual needs and priorities of the community at a cost which the 
people can afford, ensuring that the planning and implementation of the various health 
programmes is through the organised involvement and participation of thecommunity 
adequateley utilising the service being rendered by private voluntary organisations active 
in the Health Sector.” 


(NHP para 5) “Voluntary Agencies have been known to play an important role by providing 
a basis for innovation with new models and approaches, ensuring feedback and securing 
the involvement of families living below the poverty line. Voluntary agencies in development 
programmes.” 


(Seventh Plan Document Vol. Il, Para 2.114) 
Il. THE CHURCH IN THE MINISTRY OF HEALING AND WHOLENESS 


The church in North India is committed to a ministry of Health, Healing and Wholeness. 
In response to the love and command of our Lord Jesus Christ to preach, teach and heal, 
the Church is involved in Hospitals, health centres and community health activities. Health 
is the total well being of the individual in the physical, mental, social and Spiritual dimension. 
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It is about relationship between man and God, man and man, man and himself and man 
in the context of nature, environment and all creation. It is with this wider understanding 
of health and wholeness that the Church is concrned. We want all people to experience 
this understanding of health-of life in all its fullness and abudance. Thus we are concerned 
with total well-being of man in his family, society and environment. 


For Christians healing is the dynamic process by which an individual person is restored 
to health and wholeness. Thus healing is concerned with making people whole a new 
creation. All healing comes from God and all people need healing. It is the purpose of 
God, through His son Jesus Christ, the great healer, to restore mankind to this state of 
harmony, of shalom and of wholeness. 


Some people have a special gift or training in health and medical services. Yet the whole 
Church and every local congregation is called to preach, teach and heal. The ministry 
of healing, health and wholeness is the responsibility and opportunity for the whole Church. 
It is not something extra or optional or preferable but something vital to the very Gospel. 
It proclaims the Love of God and the desire of our Lord to make Life for All a possibility 
for all mankind. 


Hl. COMMUNITY HEALTH - AN APPROACH TO HEALTH AND WHOLE- 
NESS. 


The CNI is concerned that local communities be healthy communities where there is total 
well-being and harmony between people, within people and :between man and God. An 
approach to the health problems of the people needs to take their needs and concerns 
into consideration. CNI emphasises its commitment to community health-an approach that 
starts with and for people and recognises the totality of the health services being concerned 
with people it accepts both Primary Health Care and the need for secondary and tartiary 
-centres in an appropriate referral and training system. 


Community Health begins with people - the community - and is a process that recognises 
their right to health care. It enables or empowers them to work together to promote and 
maintain their health and to demand appropriate health care services. It encourages people 
to take responsibility for their own health and to influence decisions that affect their future. 
It expects health care services to be relevant, low cost, effective and acceptable to the 
people. It supports a referral system and states explicitly that there is a role and place 
for the hospital in community health. 


For the CNI as for other Churches and voluntary agencies, the hospitals have potential 
to be agents for this wider understanding of community health department, foreign funds 
and everything that happens outside and beyond the hospital with little or no influence 
on the hospital itself. This approach to community health understands and accepts the 
hospital as an integral component in appropriate and acceptable health services but gives . 
priority and emphasis to community pasetl Primary Héatth Care. This needs the support 


and participation of the hospital in thé primary health care activities of its locally defined 
community. 
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IV. 


ROLE OF THECHURCHIN THEMINISTRY OF HEALTH & WHOLENESS 


There are ways in which the Church of North India can get involved. Certain specific roles 
or functions are Suggested below : 


(i) 


(ii) 


(iii) 


(iv) 


(Vv) 


Mis 


In education teaching and training related to health. This would be within the context 
of the Indian situation and our understanding and approach to healing and whole- 


The Church needs to be involved in innovative activities, new models and pilot 
Studies from which others can learn and benefit. Itneeds to take risks in this. Certainly 


drug and alcohol abuse, counselling, preventive mental health and the specific 
problems of certain sections Or communities eg. slums, women, tribals, children 
etc. 


Health & wholeness cannot only be handled by improved services. The Church 


‘need to influence policy that has direct or indirect bearing on the health of society. 


Thus concern for health as a justice and socio-economic issue becomes relevant 
here. The Church could be concerned about issues such as - women and health, 
rational drug policy, the Supply training and distribution of health manpower, abuse 
of alcohol and drugs etc. 


Services : The programmes and activities fromour centres would continue especially 
where they are relevant, needed and properly managed. It may mean the opening 
of new centres and the closure of some. It should search out the weak, the poor, 
the underpriviledged and unreached areas of society. 


The healing ministry of the Church cannot be seen in isolation from the total life 
and well-being of the Church. One cannot be concerned with the revitalisation of 
the Church itself. One aspect of the Church’s involvement in the healing ministry 
is the role this can play in building the local church and congregation. 


The local congregation should be a healing community and be actively involved 
in this ministry. This may help improve relationships between the local Church and 
its hospitals which would be mutually beneficial ad supportive to both. 


SPECIFIC RECOMMENDATIONS 


The groups identified a few areas where specific recommendations where made for follow 
up by the CNI, its Synodical Board of Health Services (SBHS) its hospitals, dioceses and 
health professionals. 
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(1) 


(2) 


(3) 


(4) 


(5) 


Special Study on Christian Health and Medical work of CNI 


It was strongly recommended that a study be initiated by SBHS that will take stock 
of the present situation and involvement of the Church in health work. It would 
examine the strengths, weaknesses, potential and future plans of existing units. 
it would review this in the context of the needs and problems of the people of 
the area and the expectations of the local community. It would view this from a 
structural and wholistic point of view of the CNI and in the context of the wider 
socio-economic situation. SBHS could request the technical and professional 
assistance of CMAI and of CMC, WCC/Geneva in this process. This study could 
be the basis for future planning, support and direction within CNI in the health and 
medical work. 


The appointment of a full time, appropriate person as Secretary to the Synodical 
Board. 


In order to coordinate, follow up and implement some of policies and plan of CNI 
in Christian Medical Work it is advisable to have a full time secretary and office 
in the CNI Headquarters. There was a certain urgency in this direction so as to 
give leadership and encouragement io the institutes and health professionals. 


Local, Diocese and Regional Level Consultations 


It was necessary to begin a dialogue and create awareness at various levels within 
CNI for a greater understanding of the ministry of healing and wholeness and the 
problems and concerns of Christian Medical Work. This could be in the form of 
retreats, consultations, seminars and workshops. It would involve Church leaders, 
health professionals and members of the local congregation. The group recom- 
mends a National CNI consultation on the Healing Ministry for Bishops, Church 
leaders and Christian health professionals. This should help redifine, rediscover 
and strengthen the Church’s mission and service in this field. 


Discussions on Medical and Theological Issues. 


There was a desire to get senior health professionals and church leaders on specific 
discussions of medical and theological relationships. This could include ethical 
issues, the ministry of healing and practical problems of service. It was suggested 
that theological aspects of the ministry of healing be introduced in the training and 
preparation of pastors. 


Review and Reorganisation of CNI Health Services, Administration and Manage- 
ment structures and procedures. 


it was generally feltthat there are problems, inadequacies, confusion and disregard 
for present. policies, recommendations and structures related to the management, 
coordination and support of CNI Health Institutes. The role, function and respon- 
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(6) 


(7) 


sibilities of the SBHS, the regional boards, the local management committee and 
others was not clear or not accepted. There appears to be vested interests with 
historical, legal and structural reasons for the present situation. The group feels 
there is need for proper review and possible reorganisation of the present system. 
More outside expertise at the local or regional level could be brought in to help 
run these Institutes. 


Manpower Planning and Development 


In the context of the acute manpower crises in present hospitals, members felt 
that special steps should be taken to find and keep staff. This requires a total 
approach to prepare and take care of personnel. It should start in the home, the 
local church and parish where people are nurtured and send for training in the 
health professions. A commitment and positive attitude for service and long term 
association with the Church needs encouragement. Proper recruitment, care and 
follow up of new staff who join hospitals is also necessary. Support of medical 
students in Government medical colleges should be considered it they are willing 
to serve the Church. 


Manpower Development needs proper planning and follow up. An assessment of 
present needs and a programme to do something about this needs priority con- 
sideration by CNI. 


Spiritual Nurture and Christian Character of the Church related hospitals 


The Group felt that there was an important task of building up the Institution and 
Staff in a spiritual context. This would be helped by the appointment of a full time 
pastor and or counsellor of calibre. Activities such as common prayer, retreats, 
bible study and special services should be encouraged. Yet it was important to 
relate the Christian nature of the Institute to the contemporary social problems of 
the hospital and the community outside. This would help both the Institute and 
the individual staff to be spiritually alive, professionallly competent and socially 
relevant. 


Help with Equipment, Buildings, plant, property and funds. 


Many of our hospitals have old facilities and need new equipment etc. Much of 
this depends on funds. Also proper utilization and care of property and other 
resources has been a problem. Many hospitals can somehow manage for funds 
for recurrent budget and routine maintenance activities. They require and request 
support for new equipment, building and facilities (housing etc.) This requires 
adequate review and follow up. It should not allow inappropriate and unnecessary 
expenditure in this area and yet where things are necessary quick and full Support 
would be beneficial. Medical Superintendents need help and support in this area. 
The SBHS could do something to work out the modalities for assistance. 


49 


(9) Hospitals - making local linkages and sharing resources 


It would be desirebale for CNI Hospitals to make local linkages so as to give and 
gain by the connections. This may lead to common activities and sharing of 
experience. It would be at the hospital to hospital level where appropriate and could 
be with other ecumenical or secular agencies. The health and hospital Institutes 
could benefit by a relationship with local development, action groups and people 
concerned with special issues such as various health, slums etc. CNI would also 
recommend that its hospitals play an important part in the state VHA and CMAI 
net work. The hospitals could also link up with other professional or service agencies 
that could help them in their work. 


Vi. SUMMARY 


There was a CNI Leadership Development Conference for health professionals in Delhi, 
July 1984. It helped initiate a process of change and development in the CNI Health Services. 


“The Church must be the vanguard of change for the benefit of all people most in need 
of health and wholeness. To this end the whole Church and its institutions should setup 
a mechanism for dialogue so that the laity may understand the Christian Ministry of healing 
and assume responsibility for achieving its objectives. This means that the Church 
recognises its health institutions and programmes as its services arms and supports them 
in all possible ways.... The CNI must develop an understanding of what kind of health ministry 
it should be involve in, determine what is the role of its institutions, and set programmes, 
priorities for the next one, three, five and ten years. These understandings should be 
framed in a Policy Statement for the CNI Health Service Ministry”. 


(from the report of the 1984 Consultation) 


There are great expectations form the CNI, its leadership and the SBHS. There are 
expectations of its health and healing ministry. Yet we cannot only have consultations - 
there is need for action for follow up and for response. The Church needs to be responsible 
for and responsive to the Institutions. Yet this must be done in the wider context of its 
understanding, acceptance and approach to healing and wholeness and the health and 
Social problems of India. Continued dialogue, consultations and participation is necessary 
but this must involve the people in the institutes, the local Churches, and communities 
and the CNI as a whole. Thus it is an ongoing process of review, renewal and rededication. 
Health is a matter of life and death-in every sense for the Church, the Institution, the 
Community and the individual. We can and must get more actively and appropriately involved 
in the issues or health or health & wholeness. In not doing so is a denial of the Gospel 
and poor stewardship of our resource. The time has come to act. 
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Appendix - VI 
CNI POLICY STATEMENT ON “DEVELOPMENT” 
1. The Context 


On the report of the Synodical Board of Social Services 1986-89, presented in the 7th 
Ordinary Meeting of the Synod of CNI held at St. Stephen’s College, Delhi from 3rd to 
10th October 1989, there was a recommendation to the Synod to provide policy directions 
for development work with the wholistic perspective through a statement of Development 
Policy. 


This matter was referred to Synod Executive Committe for appropriate action. To that effect, 
the Executive Committee constituted a Sub-Committee to prepare a draft statement. The 
Sub-Committee comprised of Bishop Anand Chandulal Convenor) Ms. Jyotsna Chatterji, 
Ms. Vimla C. Subaiya, Dr. T. K. Oommen, Rev. Karim David and Dr. (Mrs.) Grace Jacob. 


The Committee had its sittings on 31 August 1991, 4 January 1992 and 28 September 
1992 to evolve the draft statement to present to the 8th CNI Synod to be held in 1992. 
The outcome of the deliberations and discussions are stated in the following paras : 


2. Indian Development Scenario 


Looking at the contemporary development scenario of India, we have to admit that India 
is in a state of crisis. This crisis is converging into an all-round situation of dehumanisation 
engulfing the spiritual, cultural, social, political, economic and ecological realities to the 
millions of people in India. Not withstanding the often propagated phenomenal industrial 
technical, infrastructural and institutional growth in India, there is the darkest side of reality. 
We are indeed experiencing the persistence of object poverty and destitution, denial of 
requisite education to the masses, the meagre accessibility of millions to health care systems 
and the ever growing socio-economic, socio-political and socio-cultural disparities. The 
praxis of the dominant development process has already led to severe environmental 
degradation and ecological destruction such as floods, droughts, desertification of vast 
tracts of land, severe depiction of ground water etc. Ecocide is a real threat. This has 
Significant implications on the development situation of millions of poor and marginalised 
in India. 


The worst victims of the development pattern in India during the past decades have been 
the Dalits and Tribals- the weakest sections in the India Society. The situation, whether 
culturally socially, economically or politically is totally tragic, leading to “Ethnocide”. 


The process of dominant development has not, by any standards, improved the situation 
and status of women in our society. Women in India, in general and poor rural women 
in particular have suffered the cumulative effects of the genres of oppression. They have 
been systematically exploited to an extent that they have become invisible and vioceless. 
Women are still the most marginalised among marginalised in India. 


Apart from that there are burning issues like communalism, fundamentalism, terrorism, 
separatism and indebtedness which need immediate attention. Most of them spurted out 
of faulty planning, which widened regional disparities and failure to recognise the geo- 
political-cultural realities. Politicisation of multinationals further deteriorated the existing 
situation. India is also in no way behind any other country to experience the menace 
of drug-trafficking, prostitution and AIDS. 


There were efforts to check or counter the issues highlighted earlier. But the response 
by and large, were not effective and even sometimes counter productive. 


3. Church and Development 


Though Christians are a minority in this sub-continent, the Church played a vital role in 
the development. A large part of the initiative, funding, organisation and delivery in the 
diverse and wide-spread activities for human good that we know as the social services 
and this includes health and education, housing, employment, rehabilitation and a host 
of personal services in the area of child care, care of the poor and the aged and corrective 
services in crime, deliquency and family breakdown-were in fact the focus of christian social 
endeavour for many centuries. There are also efforts in the field of rural development. 


Considering the volume of work, the church can take pride in its contribution to this country. 
But the church’s initiative lacked in sustainability while responding the issues. Sometimes 
the church tends to be institutional, static and bureaucratic in its approach to the various 
issues. Although the church began its social service activities with the noble mission of 
serving the poor, in due course of time, the services provided by the institutions, particularly 
education and health, were availed of largely by the affluent sections of the society. This 
stae of affairs demands a critical review of church’s involvement in the present day context 
and reformulate the priorities of its mission in favour of the marginalised and oppressed. 


4. Church of North India in the present day context. 


Church of North India stretches across two-thirds of our country. Ninety-seven percent 
of its members live in rural areas. 


Majority of its membership constitutes the marginalised minority of the country like Dalits, 
Tribals etc. They share divergent cultural realities, geo-political and linguistic identities. 
The unity in this diversity speaks of its strength and potentials. The Church has also inherited 
properties in the form of land, buildings and other infrastructure for its mission. A thoughtful 
management of these properties spread over the various villages, towns and cities of its 
area can form a base to express its concern and involve with the people. The CNI needs 
to think about an alternative model of development for the poor and oppressed when majority 
of its members themselves belong to our preferential communities like Dalits, Tribals etc. 
Therefore, a model which encapsulates our people, needs to be thought of. The Church 
of North India responded to the mission of service through its various Boards, especially 
Synodical Board of Social Services. Besides it has also served through various educational, 
health and vocational training institutions. 
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However, these efforts too, to some extent suffer from the maladies of Institutional based 
responses to the issues of the people. Due to the compartmentalised and fragmented 
approach towards the issues and concerns, there ae duplications and contradictions. In 
this context, an integrated wholistic dimension needs to be incorporated in our development 
efforts for better results. The management of these wholistic services need to be formulated 
recognising the geo-political and cultural realities, issues and needs. 


5. Towards a Development Understanding 
5.1 Statement of Vision 


We affirm the vast potentiality and resources, both in terms of human and physical, 
that are present in our context. However, we also recognise the persistent 
socio-economic potential and cultural disparities based on caste, class, sex and 
the like!: the exploitation of resources for the benefit and advantage of few and 
the perpetuation of discrimination, oppression, injustice and environmental deg- 
radation. 


Inspite of several decades of development plans and programmes initiated by 
Government, NGOs, Church and international agencies, yet the basic problems 
confronting people such as poverty, illiteracy, ill-health, unemployment remains 
intact. The gap between rich and poor and powerfull and powerless has further 
widened. 


Therefore, we need to realise a just, participatory and sustianable society based 
upon justice, equality, peace and equitable sharing of resources, both human and 
physical. Also relocating and recognising human knowledge, experience, potentials 
and capabilities : the participation of all people has to be initiated and ensured 
for sustainability. 


We, therefore, envision for an inclusive society and to create a just social order 
with the participation of tribals, dalits, women and other marginalised sections of 
society. The situation of ecological imbalance should be come a major concern 
for restoring the position of Bio-sphere. 


In all activities towards fulfillment of the above vision, the development of Spirituality 
has to play a supportive role. 


5.2 Statement on Development 


The promises of the Gospel - FREEDOM, JUSTICE, EQUALITY, PEACE AND 
FULFILMENT - must not remain in scriptures, but must be given concrete and 
genuine expressions in the social, economic, cultural and political realities for their 
realisation. The Church does not exist for hereself but to serve the God's creation 
in building the Kingdom of God on earth. It is time for us to have a mission charged 
with love for all creation of God so that the church should be dynamic and non- 
institutional; a people oriented and centred movement for common good in the 
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6. 


given Bio-sphere. To realise the forces of development, people should be the primary 
bearers. 


Development is a process of enabling people to discover their potential and to be 
able to interact creatively. Such a humanisation process will facilitate the community 
to creatively engage with political structures, to recognise and advocate opportunities 
for economic improvement, and also to become dynamic subjects of the social 
process in and around the community. In this process, the poor and the oppressed 
would be the primary agents to liberate themselves from all forms of enslavement 
and evolve a condition in which there are no oppressors or oppressed. 


Thus Development is an ongoing process leading towards a wholistic development 
requiring building up of flexible, people-oriented structures which will promise equal 
opportunity to all, to participate in the social, economic, political, cultural and religious 
life and will ensure peace, justice, freedom and fulfillment to all. 


Through this process, the church can strengthen the commitment in the mission 
of Jesus Christ by extending His compassion and concern for rightousness in our 
radically changed environment of this last decade of eventful century. 


Recommendation for future praxis 


Our future praxis should be based on the vision and the new understanding of mission. 
We have to initiate a decentralised, dynamic and people centred structure and programmes 
at various levels. Our actions must relate and identify with the poor and the oppressed, 
especially Dalits. Tribal, women and children. The process should start with critical 
awareness and organisation of the base communities on the issues and concerns expe- 
rienced by them. 


6.1 


6.2 


6.3 


6.4 


6.0 


The local congregation is to be enabled to discover that it is the essential base 
agent in entering into solidarity wit human family with whom they experience a 
common oppression and deprivation. 


These emerging base communities must be facilitated to analyse their own situation 
and stating their priorities based on the critical issues confronting them in the diverse 
socio-political and ecological contexts. 


These communities must be enabled to develop within themselves managerial 
capabilities in order to confidently administer the resources inherent within the 
communities and to receive resources that are shared with them by Resources 
Sharing Agencies. 


Sunday School Syllabus needs to be reviewed so that it relates our children to 
the challenges that they will have to face in the rapidly changing and challenging 
socio-political environment. 


Our theological training may be reoriented to equip, inspire and infuse in our trainees 
to do serious exegesis, exposition and application of the biblical text and liturgy 
to the struggles and expressions of liberation experienced by our people. 
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6.6 


6.7 


6.8 


6.9 


6.10 


Dare 


6.16 


ce 


Our Sunday worship should reflect issues, concerns and oppressive structure 
existing in our society. 


Our pastors must be helped to meaningfully celebrate the sacraments of Baptism 
and the Lord’s Supper as our identification through the incarnation in the struggles, 
hopes and aspirations of our people at the heart of which is the cross and the 
resurrection of Jesus Christ. 


Determined efforts need to be made by theological commissions of the CN to restore 
the place of the diaconate ministry as seen in the New Testament in order to integrate 
development concerns with the “three-fold ministry”. 


Future structures and programmes have to be evolved and existing structure needs 
to be reevaluated in the light of our vision and development understanding, so 
that there would be enough Space for participation and sharing by all in fulfilling 
our mission. 


Existing service institutions, especially education and health must reexamine their 
roles in the present day context and develop alternative delivery systems favouring 
the poor and the oppressed. 


Various commissions, boards, committees formed by CNI to involve in the mission 
must be streamlined and their functions should be complementary in nature to fulfill 
the development process. 


The Standing Committees, Boards and different Service units need to be brought 
under a forum at all levels for envisaging and integrated, wholistic and people based 
action plans. 


The forum should also play a role in advocating, lobbying and influencing Gov- 
ernment policies at national level on critical issues concerning the poor and 
marginalised. It must also find partners at all levels of the Chruch, from base to 
apex, and enter into solidarity with such agencies who have similar concerns. 


This forum should take up research and documentation activities at different levels 
to establish a data-base on various development issues from time to time. 


Inter-faith dialogue should be initiated at all levels to experience a common 
Spirituality in the struggles for justice and peace. 


Alternate communication models must be designed in disseminating information 
in the language of local communities. 


Epilogue 


This, by no means is a final policy statement on development. Discussions and deliberations 
a Various levels may be initiated to articulate the above recommendation in more concrete 


and practical terms. 
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APPENDIX - VII 


0 The Council of Baptist Churches tn 
Norther Indie. 


0 ~The Church of the Brethren in India. 

6 = The Disciples of Christ. 

0 The Church of India [formerly known 
as the Church of India, Pakistan, 
Burma and Ceylon). 

© The Methodist Church [British and 

Australasian Conferences] 

The United Church of Northem 

India. 
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APPENDIX - VIII 


LIST OF CNIHOSPITALS 


The Medical Superintendent/Director, 
Christian Hospital, Mandleehwar, 
Via Dhamod, 

Dist. W. Nimar, 

MADHYA PRADESH - 451 221. 


The Medical Superintendent/Director, 
Christian Hospital, 

Hatpipliya, 

Dist. Dewas. 

MADHYA PRADESH - 455 223. 


The Medical Superintendent/Director, 
Christian Hospital Indore, 

Dist Indore, 

MADHYA PRADESH - 452 001. 


The Medical Superintendent/Diretor, 
Christian Hospital, 

Dist. Mandsaur, 

Neemuoch, 

MADHYA PRADESH - 458 441 


The Medical Superintendent /Director 
Christian Hospital, 

Dhar, 

MADHYA PRADESH - 480 001 


The Medical Superintendent/Director, 
Sharansthan Hospital, 

Dist. Banswara 

MADHYA PRADESH - 327 001 


The Medical Superintendent/Director, 
Christian Hospital, 

Dist. Jnabua - 457 990 

MADHYA PRADESH 


The Medical Superintendent/Director, 
Christian Hospital 

Dist. Ratlam, 

MADHYA PRADESH - 457 001 


o/ 


The Medical Superintendent/Director 
Evangelical Mission Hospital, 

P.O. Baitalpur, 

Dist. Bilaspur 

MADHYA PRADESH - 495 222 


The Medical Superintendent/Director 
Mendha Community Health Centre, 
P.O. Mendha, 

Dist. Jnabua, 

MADHYA PRADESH - 457 661 


The Medical Superintendent/Director 
Jackman Memorial Hospital, 

Post Box No. - 42 

Dist. Bilaspur, 

MADHYA PRADESH - 495001 


The Medical Superintendent/Director 
Christian Hospital, 

P. P. Diptipur, 

Dist. Sambalpur, 

ORISSA - 768 035 


The Medical pee eenl/Director 
Christian Hospital, 

Mungeli, 

Dist. Bilaspur, 

MADHYA PRADESH - 495334 


The Medical Superintendent/Director 
Christian Hospital, 

Berhampur, 

Dist. Ganjam, 

ORISSA - 760 001 


The Medical Superintendent/Director 
Christian Hospital 

Pendra Road, ~ 

Dist. Bilaspur, 

MADHYA PRADESH - 495 334 


te. 


18. 


20; 


Zale 


oe. 


ZS; 


The Medical Superintendent/Director 
Christian Hospital, 

Dist. Demoh, 

MADHYA PRADESH - 470661 


The Medical Superintendent/Director 
Christian Hospital, 

Dist. Seon), 

MADHYA PRADESH - 480661 


The Medical Superintendent/Director 


Moorshead Memorial Christian Hospital, 


G. Udayagiri, 
Dist. Phulbani, 
ORISSA - 762 100 


The Medical Superintendent/Director 
Evangelical Hospital, 

P. O. Neora, 

Dist. Raipur, 

MADHYA PRADESH 493 114 


The Medical Superintendent/Director 
Evangelical Hospital, 

P. O. Khariar 

Dist. Kalahandi, 

ORISSA - 766 107 


The Medical Superintendent/Director 
Lafayette, Hospital, 

P. B. Road, Nipani, 

Dist. Belguam, 

KARNATAKA - 591 237 


The Medical Superintendent/Director 
Wilson Memorial Hospital, 

P. O. Kodoli, 

Taluka Phanhala, 

Dist. Kolhapur, 

MAHARASHTRA - 461 114 


The Medical Superintendent/Director 
Mure Memorial Hospital, 
Maharajbagh Road, 

Nagpur, 

Maharashtra - 440 001 


seg: 


24. 


Pawt 


26. 


Bile 


28. 


2: 


30. 


31. 


The Medical Superintendent/Director 
Mary Wanless Hospital, 

Tararani Chowk, 

Kolhapur, 

MAHARASHTRA - 416 003 


The Medical Superintendent/Director 
St. Luke’s Hospital, 

Vengurla, 

Dist. Sindhuburg, 

MAHARASHTRA - 416 516 


The Medical Superintendent/Director 
W.F.P.M. Hospital, 

W.A.I. 

Post Box - 3, 

Dist. Satara, 

MAHARASHTRA - 412 803 


The Medical Superintendent/Director 
F.J.F.M. Hospital, 

Vadala, 

Dist. Anmednagar, 

MAHARASHTRA - 414602 


The Medical Superintendent/Director 
Jalna Mission Hospital, 

Dist. Jalna, 

MAHARASHTRA - 431 203 


The Medical Superintendent/Director 
Mission Hospital, 

PJ@ePaocod, 

Dist. Aurangabad, 

MAHARASHTRA - 431121 


The Medical Superintendent/Director 
St. Matin’s Hospital, 

Kolhar, 

Taluka Shriram Pur, 

Dist. Ahmednagar, 

MAHARASHTRA - 413 610 


The Medical Superintendent/Director 
N. M. Wadia Hospital, 

283, Sukrwar Path, 

Pune, 

MAHARASHTRA - 411 002 


32. 


33. 


34. 


35. 


37. 


38. 


39. 


40. 


The Medical Superintendent/Director 
Brothern Mission Hospital, 

Dahanu Road 

Thana - 401 602 


The Medical Superintendent/Director 
Sir William Chest Hospital, 

Sangli- Miraj Road, 

P.O. Wanlesswadi, 

Dist. Sangll, 

MAHARASHTRA - 416 414 


The Medical Superintendent/Director 
Christian Inn Hospital Azangarh, 
Dist. Azamgarh, 

UTTAR PRADESH - 276 001 


The Medical Superintendent/Director 
Christian Hospital, 

Nadrai Gato, 

Kashgang 

Dist. Etah, 

UTTAR PRADESH - 209 602 


The Medical Superintendent/Director 
St. Luke’s Hospital, 

P. O. Ummedpur, 

Via, Sirsl 

Dist. Moradabad, 

UTTAR PRADESH - 208 024 


The Medical Superintendent/Director 
St. Catherine’s Hospital, 

63/8 M. G. Marg, 

Kanpur, 

UTTAR PRADESH - 208 024 


The Medical Superintendent/Director 
St. Deny’s Hospital, 

P. OSRKE 

Dist. Ranchi, 

BIHAR - 835 301 


The Medical Superintendent/Director 
St. Luke’s Hospital 

P. O. Hiranpur, 

Dist. Sahibganj, 

BIHAR - 816 104 
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41. 


42. 


43. 


44. 


45. 


46. 


47. 


48. 


The Medical Superintendent/Director 
St. Barnabas Hospital, 

Church Road, 

Ranchi, 

Bihar - 834 001 


The Medical Superintendent/Director 
Epiphany Hospital 

P. O. Kamdara, 

Pokida (S.E. Rly), 

Dist. Ranchi, 

BIHAR - 835 227 


The Medical Superintendent/Director 
St. Luke’s Hospital 

P.O. Murhu, 

Dist. Ranchi 

Bihar - 835 216 


The Medical Superintendent/Director 
Khristya Seva Niketan, 

Sarenga, 

Dist. Bankura, 

WEST BENGAL - 722 150 


The Medical Superintendent/Director 
St. Columbus Hospital, 

P. O. Box No. 11, 

Ravindra Path, 

Dist. Hazaribagh, 

BIHAR - 825 301 


The Medical Superintendent/Director 
St. Luke’s Hospital, 

Chabua, 

Post Box - 72, 

P.O. Tinsukia, 

ASSAM - 786 125 


The Medical Superintendent/Director 
St. Luke’s Hospital, 

Chabua, 

Assam - 786 184 


The Medical Superintendent/Director 
St. Frances Hospital, 

Manoharpur, 

Dist. Singhbum, 

BIHAR - 802 128 


49. 


50. 


Sale 


Be. 


53: 


54. 


The Medical Superintendent/Director 
Bamdah Christian Hospital, 

P. O. Bamdah, 

Via Jhajha, 

BIHAR - 811 301 


The Medical Superintendent/Director 
Community Health Dispensary, 
Chitarpur, 

BIHAR - 825 101 


The Medical Superintendent/Director 
Christian Hospital, 

Jagadhri, 

Dist. Ambaia, 

HARYANA - 135 003 


The Medical Superintendent/Director 
C.N.I. Hospital, 

Sadar Bazar, 

Nasirabad, 

Dist. Ajmer, 

RAJASTHAN - 305 661 


The Medical Superintendent/Director 
Leprosy Home and Hospital 
Palampur, 

HIMACHAL PRADESH - 176 061 


The Medical Superintendent/Director 
Bishop John Memorial Hospital, 
Sarnal, 

Dist. Anantnag, 

JAMMU & KASHMIR - 192 101° 
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Bb. 


56. 


oy. 


5S; 


60. 


Bt 


62. 


The Medical Superintendent/Director 
St. Mary’s Hospital, 

Taran Taran, 

Amritsar, 

PUNJAB - 143 401 


The Medical Superintendent/Director 
Maple Leaf Hospital, 

Dist. Kangra, 

HIMACHAL PRADESH - 176 001 


The Medical Superintendent/Director 
Missionary Dispensary, 

Dist. Kangra, 

HIMACHAL PRADESH - 176 001 


The Medical Superintendent/Director 
Philadelphia Hospital, 

Post Box No. - 1, 

Ambala City, 

HARYANA - 134 003 


The Medicai Superintendent/Director 
Christian Hospital, 

Manali, 

HIMACHAL PRADESH - 175 131 


The Medical Superintendent/Director 
Frances Newton Hospital, 

Firozepur Cantt. 

PUNJAB - 152 001 


The Medical Superintendent/Director 
St. Francis Hospital, 

Ani, 

Dist. Kullu, 

HIMACHAL PRADESH - 172 026 
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